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SECTION  1 

■tv  INTRODUCTION 

Should  the  Canadian  National  Institute  for  the  Blind,  Manitoba  Division,  under- 
take a demonstration  project  on  low  vision  services?  What  indeed  is  a low 
vision  service?  Is  there  a need  for  it?  What  would  the  demand  be, 
the  cost?  What  would  be  the  impact  on  C.N.I.B.,  the  community,  the 
clientele?  Is  it  feasible? 

It  was  because  of  questions  such  as  these  that  this  feasibility  study  was 
commissioned;  to  develop  data  sufficient  to  enable  the  planners  to  make 
decisions  about  the  project. 

History 

The  Canadian  National  Institute  for  the  Blind  functions  as  the  principal 
serving  agency  with  responsibility  in  the  field  of  blindness  rehabilitation. 

It  has  as  its  goals  the  amelioration  of  the  conditions  of  blindness  and 
the  prevention  of  blindness.  Primarily,  its  service  is  directed  to  the 
% legally  blind;  those  individuals  with  vision  within  the  limits  of  a legal 

definition  of  blindness.  However,  the  agency  is  additionally  aware  of 
individuals  with  limited  vision  and/or  progressive  eye  conditions,  but 
outside  the  limits  for  registration.  It  is  for  these  individuals  that 
the  agency  maintains  a prevention  program. 

Questions  have  been  raised  about  this  ancillary  service  of  C.N.I.B. — in  effect, 
should  it  be  expanded;  could  it  be  expanded  without  jeopardizing  the 
existing  resources  for  the  blind? 

The  Milieu 

C.N.I.B.  is  a rehabilitation  agency,  which  as  a concept  "denotes  a restorative 
process,  that  is,  one  assumes  that  the  individual  has  lost  or  is  in  the 
process  of  loosing  a particular  physical  or  psychosocial  dimension  of  his  life". 
(Herie).  The  rehabilitation  package  then  deals  with  all  the  areas  of  one's 
life  affected  by  the  loss  of  function.  The  traditional  population  of  C.N.I.B. 
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is  the  legally  blind.  But  within  that  group  the  majority  have  some  sight 
and  are  therefore  partially  sighted.  And  beyond  that  group  are  those  with 
progressive  (degenerating)  eye  conditions,  those  with  stable  limited  sight 
or  those  with  fluctuating  sight.  At  what  point  should  the  boundaries  be 
drawn? 

Historically,  the  boundaries  were  drawn  (legal  definition)  to  direct  the 
agency  resources  to  the  most  needy.  Now,  however,  there  is  much  pressure 
on  the  legal  definition  along  a continuum  from  restricting  it  even  further 
to  doing  away  with  it  entirely.  In  Manitoba  the  leading  causes  of  blindness 
are  macular  degeneration,  glaucoma,  and  related  to  diabetis-all  progressive. 
Thus,  for  some  time^the  individual  has  experienced  a vision  problem  before 
he  becomes  eligible  for  rehabilitation.  Given  these  kinds  of  considerations, 
this  study  was  directed  to  explore  the  feasibility  of  moving  to  offer  re- 
sources to  the  visually  impaired. 

C.N.I.B.  itself  has  been  the  subject  of  self  examination  and  review  following 
upon  two  studies  which  it  had  mandated — a national  needs  study  and  a review 
of  the  operations  and  organization  of  one  of  its  divisions.  Discussions 
with  senior  C.N.I.B.  staff  indicate  also  that  a shift  is  occuring  for  C.N.I.B. 
increasingly  to  advocacy  and  public  education. 

At  the  same  time  there  has  been  a resurgence  in  professional  rehabilitation 
programs  for  the  partially  sighted.  The  literature  points  out  that  self 
concept  and  identity-in  effect  adjustment  to  the  vision  problem-is  often 
more  difficult  for  the  partially  sighted  individual  than  a blind  person-for 
the  visually  impaired  person  seeks  to  perform  as  a sighted  person.  Partial 
sight  is  not  an  obvious  disability,  and  there  is  a natural  tendency  to 
avoid  association  with  the  conflictory  attitudes  of  society  to  the  blind-both 
saint  and  sinner;  both  pariah  and  prophet. 

It  is,  then,  within  this  milieu  that  the  study  was  undertaken. 
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Terms  of  Reference  and  Methodology 

Funded  by  the  E. A. Baker  Foundation,  the  study  was  to  determine  if  there  is  a 
a need  for  services  to  the  visually  impaired;  if  so,  what  is  the  form  of 
this  need,  the  extent  of  the  need,  the  feasibility  of  directing  service  to 
this  area;  what  would  be  the  most  appropriate  types  of  service,  models  for 
delivering  that  service,  cost,  implications  for  C.N.I.B.  An  examination 
of  the  Manitoba  situation,  the  study  was  to  consider  national  portability  of 
any  recommendations.  Any  decisions  as  a result  of  the  feasibility 
exploration  would  rest  with  C.N.I.B. 

The  explorations  of  feasibility  encompassed  a wide  range  of  investigation  and 
discussion  both  inside  and  outside  of  Manitoba,  and  the  data  was  synthesized 
to  relate  to  the  situation  found  in  Manitoba.  The  constituent  components 
included  a literature  review,  correspondence  with  individuals  and  organizations, 
review  of  present  services  in  Manitoba,  input  by  a number  of  professional 
groups,  consumer  input  through  surveys  and  questionnaires  and  input  by 
C.N.I.B.  (national  and  divisional)  and  its  staff.  Full  details  are  outlined 
in  Appendix  A - Methodology  and  Appendix  C - individuals,  organizations 
and  agencies  contacted  in  the  course  of  the  study. 


Defini ti ons 


In  this  study  the  following  terms  have  specific  meaning  and  are  defined  here 
for  convenience: 

low  vision:  low  vision  or  partial  sight  may  be  defined  as  reduced 

central  acuity  or  visual  field  loss  which  even  with  the 
best  optical  correction  provided  by  regular  lenses 
still  results  in  visual  impairment  from  a performance 
standpoint. 

blind:  a person  is  considered  "blind"  is  the  visual  acuity  in 

both  eyes  with  proper  refractive  lenses  is  20/200  (6/60) 
or  less  with  the  Snellen  Chart  or  equivalent,  or  if  the 
greatest  diameter  of  the  field  of  vision  in  both  eyes  is 
less  than  twenty  degrees. 

registered  blind:  the  group  within  the  definition  of  legal  blindness, 

eligible  for  all  C.N.I.B.  services. 
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prevention  program:  a categorical  form  of  assistance  to  respond  to 

individuals  and  groups  with  vision  problems  who  are 
not  eligible  for  registration. 

low  vision  services:  a low  vision  service  is  a rehabilitation  service 

the  goals  of  which  are  to  provide  maximum  visual  efficiency 
and  the  maintenance  or  development  of  the  greatest 
degree  of  independence  of  which  the  individual  is 
capable. 

partially  sighted:  individual  with  low  vision 

visual  acuity:  acuteness  or  sharpness  of  vision 


Time  Frame 


The  study  was  completed  over  the  period  July,  1977  to  February,  1978.  Some 
of  the  study  steps  were  deferred  pending  the  availability  of  selected 
respondents . 


The  Report 

The  report  presents  the  data  as  it  was  developed,  with  an  overview  and 
correlation  in  the  findings  section.  It  contains  sufficient  information 
to  facilitate  determination  as  to  the  feasibility,  and  then  appropriateness 
of  serving  the  visually  impaired  in  Manitoba. 
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SECTION  2 

P 

FINDINGS  AND  RECOMMENDATIONS 

These  findings  and  recommendations,  a synthesis  of  the  data  collected  and 
analyzed,  are  presented  as  a basis  for  future  discussion  and  planning 
regarding  a low  vision  service  in  Manitoba. 

This  section  falls  into  3 distinct  secti ons--findings , feasibility  and 
recommendations  and  the  data  is  presented  within  that  framework. 

A.  Findings 

1.  It  proved  to  be  a timely  study. 

H i s tori  cal ly,  services  have  been  directed  to  those  considered  in  the  greatest 
need — those  legally  blind,  a definition  now  under  increasing  pressure  as 
no  longer  responsive  to  the  times.  In  the  several  decades  since  that 
definition  was  articulated,  itself  a reaction  to  the  socioeconomic  and 
technological  impact  of  its  era,  the  world  has  become  increasingly  visual. 
Consider  the  technological  improvements — computers,  cars,  television  to 
name  a few — plus  the  ever  expanding  knowledge  base — and  the  demand  thus 
placed  on  vision.  Couple  this  with  the  understandable  fear  of  loosing  one's 
sight — and  it  becomes  apparent  that  a vision  problem  exists  long  before  the 
sight  deteriorates  to  within  the  legal  limits  of  blindness. 

In  the  past  few  years  there  has  been  an  upsurge  in  interest  throughout  the 
eye  professions  in  service  to  the  partially  sighted.  A growing  body  of 
knowledge  and  expertise  is  developing  in  a trend  away  from  the  sole 
practitioner  to  a multidisciplinary  approach  to  the  low  vision  patient. 

All  people  and  organizations  contacted  proved  supportive  of  and  interested 
in  the  feasibility  study,  and  from  all  sources  the  appropriateness  and 
usefulness  of  low  vision  services  was  confirmed. 

V 
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2.  Services  to  the  Visually  Impaired  are  now  provided  by  the  Canadian 
National  Institute  for  the  Blind. 

The  common  misconception  is  that  C.N.I.B.  limits  its  service  to  the  Blind, 
usually  understood  to  be  people  with  no  sight.  This  is  not  C.N.I.B.'s 
mandate--its  charter  provides  for  service  to  both  the  blind  and  visually 
impaired.  While  its  prime  service  thrust  is  on  behalf  of  the  registered 
blind,  under  the  terms  of  its  national  eye  service  policy  service  may  be 
extended  to  individuals  outside  the  category  of  legal  blindness  with 
severe  or  progressive  eye  conditions,  and  in  certain  refraction  cases--the 
partially  sighted.  Additionally,  most  of  the  registered  blind  are  partially 
sighted  with  useable  residual  vision, for  only  9.1%  of  those  persons  regis- 
tered during  1976  were  reported  to  have  no  useable  vision. 


» 


Service  to  the  visually  impaired  is  currently  an  ancillary  service  of 
C.N.I.B.,  reaching  primarily  those  individuals  who  contact  the  agency  for 
assistance.  Commonly  referred  to  as  the  prevention  caseload,  the  program 
has  been  defined  by  staff  as  a categorical  form  of  assistance  to  respond  to 
individuals  and  groups  with  vision  problems  but  who  are  not  eligible  for 
registration. 

All  divisions  reported  that  some  service  is  provided  to  these  non  registerable 
individuals  and  all  supported  extension  of  this  aspect  of  C.N.I.B. 

3.  Low  Vision  and  Low  Vision  Services. 

A review  of  the  literature  and  discussions  and  correspondence  with  low 
vision  practitioners  resulted  in  identification  of  the  following  specifics 
related  to  low  vision  services: 

(a)  there  is  unanimous  confirmation  of  the  appropriateness  and  usefulness 
of  services  specifically  developed  for  the  visually  impaired 

(b)  there  is  a pool  of  expertise  regarding  low  vision  services 

(c)  A Definition  of  Low  Vision 

a definition  starts  with  the  basic  assumption 
that  a person  who  is  called  a low  vision  patient  has 
visual  acuity  or  visual  field  response  that  falls 
below  a norm  and  that  acuity  cannot  be  corrected  with 
conventional  spectacle  refraction,  and  that  the  person 
has  had  many  problems  in  daily  existence  related  to 
reduced  visual  acuity  or  field  defect.  (Faye) 
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Low  vision  or  partial  sight  may  be  defined  as 

reduced  central  acuity  or  visual  field  loss  which 

even  with  the  best  optical  correction  provided 

by  regular  lenses  still  results  in  visual 

impairment  from  a performance  standpoint.  (Mehr  and  Freid). 

(d)  Although  the  various  authors  reviewed  and  doctors  interviewed 
perferred  a functional  or  performance  definition  of  low  vision, 
for  convenience,  a visual  acuity  definition  may  also  be  used — 

20/70  corrected  in  the  best  eye.  This  is  the  point  at  which 
reading  a newspaper  becomes  difficult. 

(e)  A Definition  of  Low  Vision  Service 

a low  vision  service  is  a rehabilitation  service  the  goals 
of  which  are  to  provide  maximum  visual  efficiency  and 
the  maintenance  or  development  of  the  greatest  degree 
of  independence  of  which  the  individual  is  capable.  (Phillips). 

(f)  A rehabilitation  process  is  best  presented  as  multidisciplinary 
in  nature,  a complex  interaction  of  varying  services  different 
for  each  client.  The  goal  is  to  enable  the  client  to  make  the 
best  possible  use  of  his  residual  vision;  to  support  and  maintain 
the  client's  independence.  A low  vision  clinic^ that  is,  the 
provision  of  medical  services,  is  just  one  aspect  of  a low  vision 
service. 

(g)  The  help  offered  through  a low  vision  service  may  be 

for  an  optical  aid  alone,  an  optical  aid  or  aids 
with  short  term  counselling  and  training,  aids 
combined  with  a complete  training  program,  or  a 
training  program  that  does  not  include  aides  because 
they  have  little  or  no  value.  (Fay  ). 

(h)  Authorities  point  out  that  the  partially  sighted  likely  experience 
a greater  incidence  of  adjustment  difficulties  than  do  the  totally 
blind.  Neither  sighted  nor  blind  the  partially  sighted  individual 
usually  clings  to  his  identity  as  a sighted  person.  The  consensus 
is  for  early  intervention  in  the  rehabilitative  process  to 
maximize  adjustment  to  the  vision  problem.  There  is  documentation 
that  low  vision  services  can  and  do  prove  of  benefit  to  the  majority 
of  clients  seen. 
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4.  Commonalities  in  Low  Vision  Service  Models 

There  is  no  one  absolute  model  for  a low  vision  service — the  programs  may 
be  structured  in  a variety  of  ways.  However,  the  substantive  findings 
from  the  service  models  reviewed  in  Section  5 are  reflected  in  the  following 
principles  or  practices--Commonalities  in  the  several  models  reviewed: 

(a)  service  provided  by  a multidisciplinary  and/or  inter  professional 
treatment  group,  operating  in  a team  approach 

(b)  the  short  term  intensive  and  rehabi 1 i tati ve  nature  of  the  service; 
the  push  to  independence 

(c)  the  importance  of  public  and  professional  education  about  the 
service 

(d)  the  appropriateness  of  the  local  agency  specializing  in  services 
to  the  blind  providing  the  auspices  for  the  program-including 
also  the  specific  physical  plant 

e)  a system  that  provides  for  a prior  ophthalmological  examination, 
some  screening  in  preparation  for  the  low  vision  examination, 
a low  vision  examination,  follow-up  and  training  in  the  use  of  the 
aid,  the  provision  of  appropriate  rehabilitative  and  other 
support  services  as  necessary  (including  a loan  bank  of  aids). 

The  caution  was  also  expressed  that  no  low  vision  service  springs  into 
existence  fully  equipped  and  proficient.  Its  a growth  process  over  time, 
a response  to  the  service  structure  and  the  milieu  of  the  community. 

5.  What's  Happening  in  Manitoba 

Manitoba  has  no  comprehensive  service  delivery  system  for  the  visually  impaired. 
The  services  and  resources  which  do  exist  are  not  widely  understood  or 
perceived;  and  tend  to  fragmentation.  The  need  for  a holistic  approach  of 
which  the  community — both  professional  and  lay — is  aware  and  can  both 
identify  and  reach  was  articulated. 

The  specifics  of  the  Manitoba  situation  vis  a vis  low  vision  care  are: 

(a)  the  ophthalmologists  and  optometrists  both  see  partially  sighted 
individuals  in  sufficient  number  to  identify  a problem. 

(b)  there  was  a low  vision  clinic  under  the  auspices  of  the  medical 
college,  phased  out  in  October,  1977.  Open  one-half  day  per 
week,  it  treated  approximately  150  patients  per  year. 
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(c)  at  a minimum,  one  ophthalmologist  previously  involved  in  the  low 
vision  clinic  is  continuing  to  provide  low  vision  services  out 
of  his  private  practice,  on  referral  only  from  other  doctors  in 
his  own  clinic,  and  from  C.N.I.B.  On  that  restricted  basis, 
some  60  patients  per  year  are  seen. 

(d)  Services  through  the  prevention  program  of  C.N.I.B.  tend  to  be 
short  term  and  fairly  limited,  provided  in  response  to  the  out- 
reach of  the  client.  Primarily  the  responsibi 1 i ty  of  the  eye 
service  department,  the  other  resources  of  the  agency — social 
service  and  adjustment  training  for  example — may  also  be  made 
available. 

(e)  vision  screening  programs  are  operated  in  the  province--by  the 
Department  of  Education  in  rural  Manitoba  and  the  Public  Health 
System  in  Winnipeg.  They  are  aimed  at  the  identification  of 
children  with  vision  problems  in  the  primary  grades,  with  sub- 
sequent referral  for  eye  care. 

(f)  several  other  agencies  and  organizations  were  identified  which 
also  deal  with  some  visually  impaired  individuals  in  the  course  of 


In  summary,  no  interaction  of  services  as  outlined  in  the  discussion  of  low 
vision  services  was  identified  in  Manitoba — therefore  duplication  is  not 
an  issue. 

6.  Prevalence  of  Visual  Impairment  in  Manitoba,  with  discussion  of  need 
and  demand. 

That  there  should  be  a service  specifically  directed  to  the  visually  impaired 
in  Manitoba  has  been  supported  by: 

clients  and  individuals  with  low  vision  problem 

Ophthalmological  Section,  Canadian  Medical  Association,  Manitoba  Division 
Manitoba  Optometric  Society 

Manitoba  Federation  of  the  Visually  Handicapped 
Canadian  Council  for  the  Blind,  Manitoba  Chapter 


i 


providing  their  ongoing  services — but  the  vision  problem  is 
ancillary  to  some  other  primary  service  issue. 


Other  professionals  in  Manitoba 
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Responses  from  Nursing  Homes  in  the  Province 
Responses  from  Indian  Bands  in  the  Province 
Staff  at  C.N. 1 .3. , Manitoba  and  National 

Overwhelmingly,  the  various  organizations  and  individuals  contacted  confirmed 
that  the  visually  impaired  have  needs  and  require  services,  that  Manitoba 
should  have  a low  vision  service  and  that  the  current  resources  are 
fragmented,  or  minimal.  For  some,  a service  extension  should  not 
jeopardize  the  existing  service  structure  of  C.N.I.B.  Interestingly , 
no  negative  responses  were  received. 

Statistically,  the  unserved  population  was  identified: 

(a)  the  prevalence  of  visual  impairment  in  Manitoba  (including  those 
eligible  for  registration  and  registered)  is  between  1.19%  and 
2.59%,  some  12,200  to  26,500  Manitobans.  The  actual  prevalence 

is  presumed  to  be  at  the  bottom  end  of  this  range-say  14,000  persons 

(b)  certain  groups  were  identified  as  having  a higher  rate  of  incidence- 
the  elderly  in  nursing  homes  at  22%;  the  Indians  at  4.03%;  the 
institutionalized  mentally  retarded  at  17.15%.  (These  rates 

were  supported  by  data  from  other  studies). 

(c)  an  average  increase  in  visual  impairment  annually  is  estimated  in 
literature  at  10%  of  prevalence,  or  1,400  Manitobans. 

(d)  nearly  75%  of  the  clients  and  potential  clients  supported  the 
need  for  service  to  the  visually  impaired,  with  over  half  citing 
unsatisfactory  adjustment  to  their  vision  problems.  Slightly 

in  excess  of  50%  indicated  they  would  have  used  the  service. 

Demand  is  of  course,  the  big  unknown.  Just  how  many  individuals  would  use 
a low  vision  program  will,  in  the  final  analysis,  only  be  definitively 
determined  should  such  a program  be  used.  It  must  be  remembered  that  there 
are  two  aspects  to  demand — the  number  count  and  the  use  made  of  the  service 
by  the  individual.  Discussions  with  C.N.I.B.  staff  indicate  that  the  range 
may  be  between  2 hours  per  client  per  year  to  two  hours  per  week,  that  is 
100  hours  per  year.  While  the  low  vision  service  is  essentially  short  term. 
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rehabilitation  inputs  for  some  individuals  will  be  more  extensive  then  others 
The  pitfalls  of  a numbers  game  should  be  avoided;  quality  of  service  should 
be  the  prime  consideration,  not  the  quantity.  Validity  of  the  service 
should  not  be  defined  solely  by  numbers--the  prevention  and  rehabilitation 
provided  through  any  service  must  also  be  considered.  // 

However,  some  basic  indicators  of  demand  are  possible,  solely  in  number  terms, 
and  result  in  the  best  possible  estimate  based  on  available  data  and  discussions 
with  low  vision  experts.  These  indicators  result  in  an  estimated  annual 
client  demand  of  approximately  500  individuals. 

(a)  Manitoba's  population  at  risk  is  14,000. 

(b)  approximately  50%  are  likely  to  come  for  service  (literature  plus 
responses  from  clients  and  potential  clients)— Therefore  the  potential 
client  population  is  7,000. 

(c)  of  these,  1,500  are  registered  and  receiving  service  and  1,500  are 
in  nursing  homes  (this  latter  group  requiring  a modified  service 
package  as  suggested  by  the  nursing  home  questionnaires— in-services 
and  orientation  sessions).  Therefore  the  revised  community  based 
target  population  is  approximately  4,000  individuals  after  deleting 
the  above  groupings. 

(d)  in  support  of  this,  figures  extrapolated  from  the  doctors  indicates 
a referral  base  of  3,000. 

(e)  this  then  forms  the  potential  client  population  — 3,000  to  4,000 
persons.  But  those  in  the  present  base  certainly  would  not  all 
request  service  either  now  or  in  the  future.  The  number  becoming 
visually  impaired  would  be  in  the  range  of  300  to  400  individuals 
(10%  growth— literature).  Actual  1976  Manitoba  Health  Services 
Commission  data  on  eye  diseases  categorized  by  an  ophthalmologist 
as  likely  to  benefit  from  low  vision  services  suggests  440  persons 
annually.  When  coupled  with  an  estimate  of  referrals  from  the 
present  potential  client  population  of  5%  (150  persons)  the  potential 
demand  would  be  from  450  to  550  persons-say  500.  Additionally, 

time  would  be  required  to  build  the  referral  base  to  this  level  — 
perhaps  as  long  as  two  or  more  years. 

(f)  However,  as  demand  is  so  variable,  this  data  is  only  provided  as 
a potential  indicator. 
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B.  Feasibility 

Is  a Low  Vision  Service  in  Manitoba  Feasible? 

Based  on  the  foregoing  findings,  this  section  reviews  the  feasibility 
indicators  for  a low  vision  service  in  Manitoba.  There  are  various  factors 
which  argue  in  favour  of  a low  vision  service.  While  no  factors  were 
identified  which  specifically  negate  such  a project,  there  are  some  issues 
which  bear  on  feasibility. 

The  following  reviews  the  issues  and  factors  which  favour  a low  vision 
service. 

1.  Confirmation  from  all  groups,  organizations  and  individuals 
contacted  in  the  course  of  the  study  of  the  need  for  a low  vision 
service. 

2.  The  conclusion  documented  in  the  literature  of  the  appropriateness 
and  usefulness  of  an  integrated  low  vision  service. 

3.  The  fragmentation  of  local  resources  for  the  visually  impaired 
individual . 

4.  The  dearth  of  a comprehensive  integrated  low  vision  service — du- 
plication is  therefore  not  an  issue. 

5.  Manitoba  has  visually  impaired  individuals  who  are  not  being  served; 
with  confirmation  of  a need  existing. 

6.  The  consensus  that  performance  is  the  better  indicator  for  low 
vision,  but  a visual  acuity  definition  for  convenience  was 
supported  by  all  sources — 20/70  or  less  corrected  in  the  better 
eye.  This  is  the  point  when  reading  a newspaper  becomes  difficult. 

7.  Adjustment  to  the  vision  problem  usually  occurs  during  the  first 
year  after  onset  suggesting  then  that  rehabilitation  may  best  be 
effected  at  this  point.  In  Manitoba,  the  leading  causes  of 
blindness  are  progressive — with  the  individual  experiencing  the 
problem  for  some  time  before  eligibility  for  registration.  Further, 
there  is  another  group  with  severly  limited  vision  but  just  outside 
the  legal  limit.  The  appropriateness  of  providing  service  to  these 
individuals  is  widely  supported. 

8.  There  is  a growing  body  of  literature  that  can  serve  as  a resource 
and  as  a means  of  education. 
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To  date,  the  weight  of  evidence  has  supported  the  establishment  of  a low 
vision  service.  Before,  however,  a final  determination,  the  following  must 
be  considered. 

1.  The  possibility  of  creating  dependency  in  a clientele  grouping  by 
the  provision  of  a crutch,  i.e.  a service.  While  this  has  to  be 

a consideration  in  any  project,  it  seems  unlikely  to  be  a deterent 
in  extension  of  resources  to  the  visually  impaired,  as  the 
articulated  goal  is  the  independence  of  the  client;  it  is 
essentially  a short  term  involvement;  it  provides  primarily 
specific,  goal  directed  inputs  to  the  client. 

2.  the  interface  of  the  eye  care  professions  in  the  province — the 
Ophthalmologists  and  the  Optometrists — is  somewhat  strained 
organizationally.  This  is  not  a situation  unique  to  Manitoba,  and 
did  not  prevent  either  group:;  from  co-operating  with  the 
feasibility  study.  Further,  both  did  discuss  independently, 
possible  roles.  It  does  not  appear  that  there  need  be  any  negative 
impact  on  a low  vision  service  attributable  to  the  interface 
situation. 


Therefore,  it  is  concluded  that  the  provision  of  a low  vision  service  in 
Manitoba  is  both  appropriate  and  feasible--!' ndeed,  desirable. 

2.  Is  a Low  Vision  Service  Provided  by  C.N.I.B.  Manitoba  Feasible? 

In  arriving  at  a conclusion  about  provision  of  low  vision  services  by 
C.N.I.B.,  the  following  points  were  considered: 

1.  a low  vision  service  is  a rehabilitation  service — and  C.N.I.B. 
is  a rehabilitation  agency  predominant  in  service  to  individuals 

with  vision  problems.  It  has  expertise,  public  acceptance,  a mandate. 
Historically  it  has  been  willing  to  support  a focus  on  a minority 
group. 

2.  C.N.I.B.  currently  does  provide  some  service  to  the  visually 
impai red. 

3.  Staff  at  C.N.I.B.  are  supportive  of  and  interested  in  extension 
of  service  to  the  visually  impaired. 
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4.  The  majority  of  the  current  clientele  of  C.N.I.B.  have  useable 
residual  vision. 

5.  Any  specialized  service  for  visually  impaired  individuals  is  going 
to  share  at  least  a partial  population  with  C.N.I.B.,  and  there- 
fore, at  a very  minimum  a close  liaison  would  be  required.  In 
many  instances,  the  low  vision  service  would  become  involved  with 
individuals  who  ultimately  would  become  clients  of  C.N.I.B. 
(progressive  eye  conditions),  and  therefore  the  clients  would 

reach  C.N.I.B.  having  experienced  a vision  rehabilitation  process— 
in  effect,  a parallel  focus  to  current  C.N.I.B.  activity. 

5.  The  direction  of  C.N.I.B.  appears  to  be  to  decreasing  specific 
service  and  increasing  advocacy  and  public  education.  Interviews 
with  senior  staff  indicate  that  the  traditional  image  of  C.N.I.B. 
services  is  fading,  with  services  and  programs  becoming  less 
visible,  less  tangible  and  less  readily  grasped.  There  is 
pressure  on  the  agency  to  service  the  partially  sighted— to  be 
less  restrictive  in  terms  of  its  client  population. 

. Literature  documents  the  value  of  an  agency  serving  the  blind  as 
providing  the  auspices  for  a low  vision  service.  The  major 
advantage  cited  is  the  interest  of  the  specialized  agency  in  the 
problems  of  a minority  group  and  the  willingness  of  the  agency 
to  maintain  and  support  that  focus.  The  major  disadvantage 
is  that  the  term  blind"  in  the  title  may  create  difficulties 
for  the  individual  in  approaching  the  service,  but  the  literature 
indicates  that  the  benefits  outweigh  the  negatives. 

The  legal  definition  has  not  prevented  C.N.I.B.  from  extending 
service  to  the  visually  impaired.  Discussion  of  the  issues 
relative  to  the  legal  definition  and  its  impact  on  service  is 
beyond  the  scope  of  this  study.  But  has  proved  possible,  even 
if  in  a limited  sense,  to  extend  services  to  the  non-registerable 
without  placing  in  jeopardy  services  to  the  blind. 

C.N.I.B.  appears  receptive  to  innovations,  as  demonstrated  by  its 
capacity  for  consideration  and  change  following  prior  studies. 

At  the  very  least,  there  should  be  some  input  from  the  primary 
vision  rehabilitation  agency  into  any  low  vision  service  to 
prevent  unilateral  decisions  re  the  cessation  of  service. 
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11.  The  other  systems  appear  prepared  and  willing  to  work  with 

C.N.I .B.  in  a low  vision  service;  and  the  clients  overwhelmingly 
supported  C.N.I.B.  auspices  for  a program  (41.5%). 

12.  While  some  eye  care  professionals  suggested  a hospital  setting 
for  the  service,  they  generally  appeared  willing  to  reconsider 
and  support  was  received  from  some  of  their  colleagues  for 
alternate  settings.  Therefore  location  should  not  be  an  issue. 

Therefore,  it  is  concluded  that  auspices  for  a low  vision  service  in 

Manitoba  should  rest  with  the  Canadian  National  Institute  for  the  Blind, 
Manitoba  Division. 
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C.  Recommendations 


In  this  section,  the  recommendations  are  applied,  and  specific  model 
considerations  explored.  Based  directly  on  the  findings  and  feasibility 
discussions,  the  following  recommendations  emerge: 

1.  That  a low  vision  service  for  Manitoba  is  both  feasible  and 
desi rable. 

2.  That  the  Canadian  National  Institute  for  the  Blind,  Manitoba 
Division,  should  organize  and  operate  a low  vision  service 
for  Manitoba. 

In  reviewing  the  data,  certain  principles  are  articulated  which  underlie  any 
low  vision  service: 

1.  it  should  be  directed  to  Manitobans  who  perceive  themselves  to 
have  a vision  related  problem  and  who  seek  service.  In  terms  of 
visual  acuity,  the  service  would  reach  primarily  those  individuals 
with  a visual  acuity  corrected  of  20/70  or  less  in  the  better  eye. 

2.  it  should  be  available  and  accessable  to  all  Manitobans. 

3.  it  should  co-ordinate  the  various  elements,  and  utilize  the 
experience  and  expertise  of  the  currently  fragmented  resources. 

4.  it  should  provide  an  integrated  approach  to  the  vision  problem, 
linking  the  cl  ini  dan  and  rehabilitation  system  in  service  to 
the  client. 

5.  it  should  utilize  a multidisciplinary  team  approach,  the  nucleus 
of  which  would  be  the  clinicians  (doctors)  and  the  rehabilitation 
workers . 

6.  it  should  enhance  the  ongoing  independence  of  the  client,  minimize 
dysfunctioning,  and  provide  a restorative  resource  for  the 

cl ients . 

7.  it  should  be  a comprehensive  program,  easily  identifiable. 

8.  it  should  provide  for  differential  service  methodologies  to  be 
tried  and  reviewed  in  order  to  develop  the  most  appropriate 
service  mix. 

9.  it  should  undertake  data  gathering  to  monitor  its  services  and 
evaluate  its  impact. 
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These  principles  are  reflected  in  the  goals  and  objectives  for  the  low 
vision  service: 

1.  to  provide  a comprehensive  low  vision  service,  and 

information  and  education  to  the  community;  specifically: 

(a)  to  see  each  client  as  an  individual  and  evaluate  his  or 
her  visual  function. 

(b)  to  work  with  the  individual  to  maximize  his/her  use  of 
residual  vision,  in  a mul ti disciplinary,  integrated  approach. 

(c)  to  develop  a rehabilitation  program  with  the  client, 
inclusive  of  referral  to  agency  based  and  community 
based  resources. 

(d)  to  undertake  public  education  regarding  both  the  visually 
impaired  and  the  low  vision  services. 

(e)  to  monitor  and  evaluate  its  services,  and  its  impact  on  the 
clients  and  the  community. 

(f)  other,  at  the  direction  of  the  Board. 

The  next  consideration  is  how  best  this  might  be  accomplished.  Its  an 
innovation  for  Manitoba,  and  any  new  service  requires  a period  of  growth  and 
trial.  The  recommendation,  therefore,  is  for  a demonstration  project  of 
two  years  duration.  During  that  period,  the  service  could  be  developed, 
various  approaches  explored,  systems  developed  and  impact  reviewed,  so 
that  at  the  cessation  of  the  demonstration  project,  data  would  be  available 
on  which  to  make  a decision  regarding  the  ultimate  value  of  the  low  vision 
service.  Two  years  is  suggested  as  a sufficient  period  to  permit  system 
development  and  service  delivery,  while  short  enough  that  the  service  would 
not  just  be  continued  because  it  exists.  Further,  demonstration  projects 
are  an  accepted  way  of  testing  service  innovations,  with  funding  committments 
possible  for  the  term  of  the  project  without  tying  funders  to  long  term 
unknowns.  Therefore,  it  is  recommended: 

That  the  low  vision  service  be  structured  as  a two  year 
demonstration  project. 

Structure  considerations  have  also  been  reviewed.  While  it  could  prove 
possible  that  auspices  of  the  service  remain  with  C.N.I.B.,  and  specific 
elements  (eg.  clinic)  be  located  elsewhere,  this  appears  impractical. 

The  value  of  a comprehensive,  integrated,  holistic  approach  has  been 
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repeatedly  identified,  and  thus  a dual  location  appears  illogical.  Clients 
need  to  be  able  to  identify  a totality. 

Therefore,  location  at  C.N.I.B.  is  recommended,  perhaps  in  the  residence 
building.  However,  the  literature  and  discussions  with  the  clientele  raise 
the  issue  of  possible  client  resistance  in  approaching  an  agency  with  the 
word  "blind"  in  the  title,  especially  people  that  are  struggling  to  maintain 
their  self  image  as  sighted  individuals.  Alternate  structures  were 
explored,  the  aim  being  to  identify  and  organize  the  service,  and  remove  it 
from  the  associated  stigma  of  blindness.  On  balance,  organization  as 
an  operating  division  of  C.N.I.B.  would  achieve  the  arms  length  relationship 
and  permit  labelling  the  service  to  directly  reflect  what  it  is. 

Organized  as  an  operating  division  of  C.N.I.B.  would  provide  the 
following  benefits: 

1.  a name  could  be  attached  to  the  project  reflecting  specifically 
what  it  is,  and  omitting  the  word  "blind"  . 

2.  C.N.I.B.  would  provide  auspices,  location  and  control  of  the  service. 

3.  should  the  demonstration  project  prove  the  impractical ity  of 
continuation  of  the  service,  the  phasing  out  of  the  project  would 
be  at  arms  length  from  C.N.I.B. 

4.  it  does  not  require  a major  shift  in  C.N.I.B.  policy  or  practice 
vis  a vis  the  legal  definition. 

5.  it  clearly  does  not  infringe  on  the  other  aspects  of  the  C.N.I.B. 
prevention  program--eg  the  Wise  Owl  and  Eye  Bank  programs. 

6.  it  should  satisfy  both  those  who  feel  that  the  C.N.I.B.  mandate 
should  be  reduced,  and  those  who  feel  that  C.N.I.B.  should  extend 
its  mandate  and  service  thrust  to  the  visually  impaired. 

7.  it  clearly  avoids  placing  in  jeopardy  the  existing  services  to  the 
registered  blind. 

8.  it  facilitates  a process  of  public  education  and  communication. 

9.  as  an  operating  division,  C.N.I.B.  would  retain  full  authority 
over  and  responsibility  for  the  low  vision  service,  and  a 
partnership  in  services  between  the  low  vision  service  and 
the  current  C.N.I.B.  services  could  be  developed  such  that  the 
specific  C.N.I.B.  resources--example,  counselling  and  adjustment 
training--could  be  made  available  to  the  low  vision  service.  This 
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would  eliminate  duplication. 

10.  if  increased  autonomy  for  the  operating  division  were  preferred, 
consideration  could  be  given  to  incorporation  of  the  service. 
However,  this  appears  to  provide  little  additional  benefits  to 
those  already  existant  under  the  C.N.I.B.  umbrella. 

Therefore,  the  following  recommendations  are  presented: 

That  the  low  vision  service  be  located  at  C.N.I.B. , Manitoba  Division; 

That  the  low  vision  service  be  organized  and  operated  as  an 
operating  division  of  C.N.I.B.,  Manitoba  Division; 

That  the  service  be  provided  under  the  title  THE  MANITOBA  LOW  VISION 
CENTRE. 


What  would  the  Manitoba  Low  Vision  Centre  do?  A beginning  listing  of 
its  services  are  as  follows: 

1.  co-ordinate  low  vision  services  in  Manitoba. 

2.  develop  and  maintain  linkages  among  the  elements  of  the  system-- 
clinician,  rehabilitation  workers,  clients. 

3.  develop  a referral  system. 

4.  undertake  a program  of  public  relations  in  terms  of  the  Centre. 

5.  provide  a comprehensive  low  vision  service  to  clients:  inclusive 
of  counselling;  low  vision  exam;  training  in  the  use  of 
perscribed  aid(s);  loaning  of  aids;  exploration  with  the  client  of 
the  impact  and  meaning  of  the  vision  problem;  identifying 
appropriate  rehabilitative  inputs;  organizing  and  implementing 

the  rehabilitation  scheme;  follow-up;  and  support — a process 
of  diagnostic,  remedial  and  follow-up  intervention. 

6.  operate  a loan  bank  of  aids. 

7.  provide  counselling,  information  and  education  to  members  of 
families  and  other  people  significant  to  the  client.  Clients 

in  the  survey  documented  the  importance  of  family  and  friends  as 
resources  in  their  adjustment  process. 

8.  provide  information  and  education  on  low  vision  and  low  vision 
services  as  appropriate. 

9.  organize  and  provide  inservice  training  sessions  in  nursing  homes 
and  other  limited  environments  with  an  extensive  population  of 
the  visually  impaired. 
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10.  provide  a mobile  screening  program  in  remote  areas  of  Mani toba--thTS 
once  the  basic  services  are  organized.  The  mobile  van  program  is 
subsequently  discussed  in  the  report. 

11.  explore  the  various  service  options  to  determine  the  most 
appropriate  service  mix,  inclusive  of  groups,  self  help 
programs,  and  so  on. 

12.  other  activities  deemed  by  the  Board  and  Executive  Director 
to  be  appropriate. 

The  client  survey  supports  the  foregoing  listing,  in  that  through  the 
client  survey  it  was  suggested  that  the  following  services  should  be 
provided  (in  rank  order): 

--central  aids  and  appliances; 

--central  information  on  services; 

--employment  assistance; 

--individual  counselling; 

--supportive  contact; 

--financial  information; 

--advice  on  coping; 

--education  information. 

The  physical  requi renients  of  the  Centre  are  not  extensive.  Space  has  been 

estimated  at  a maximum  of  1,000  square  feet.  Equipment  of  an 

Ophthalmol ogi cal  nature  would  be  required  for  the  low  vision  examination. 

A bank  of  aids  for  loan  purposes  would  also  need  to  be  established,  but 
C.N.I.B.  already  has  the  modest  beginnings  of  this. 

Should  a mobile  screening  program  be  developed,  then  another  physical 
item  would  be  requi red--a  car  or  van.  This  possibility  was  explored  in 
terms  of  the  accessabi 1 i ty  and  availability  issues  associated  with  any 
centralized  structure.  Discussions  with  the  Ophthalmologists  indicated  that 
a client  would  have  to  come  to  a central  location  at  least  once;  a van 
taking  Ophthalmologic  services  to  the  rural  and  remote  points  did  not  receive 
much  support.  However,  the  literature  presented  a model  from  New  Hampshire 
which,  with  some  modifications,  may  assist  in  resolving  some  of  the  problems 
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of  access.  Under  this  proposal,  paraprofessionals,  trained  in  yision  screening, 
would  tour  the  province  operating  a vision  screening  program,  identifying 
those  at  risk  and  permitting  people  to  explore  the  aids  with  the  para- 
professional.  Even  a simplistic  positive  experience  such  as  this  could 
foster  sufficient  motivation  to  encourage  the  client  to  make  the  trip  to 
the  central  location  for  the  appropriate  eye  care.  Additionally,  the  same 
program  could  reach  nursing  homes,  possibly  Indian  Bands.  It  could  also 
serve  to  increase  the  public  visibility  of  the  agency. 

Personnel  for  the  Centre--its  volunteers  and  staff--are  perceived  in  the 
following  configuration: 

1.  Steering  Committee  to  oversee  its  functioning,  responsible  to  the 
C.N.I.B.  Manitoba  Division  Board  and  chaired  by  a C.N.I.B. 

Board  Member.  It  should  be  a representative  committee,  with 
individuals  bringing  specific  skills  and  expertise.  A charge 
to  the  study  was  to  identify  possible  members  of  such  a committee, 
should  feasibility  be  established,  and  this  has  been  achieved 
via  letter  to  the  Manitoba  Division  Executive  Director,  as 
publication  of  any  names  was  considered  premature. 

2.  Executive  Director  to  implement  the  policies  and  procedures  of  the 
Low  Vision  Centre.  This  function  should  be  filled  by  the 
Executive  Director  of  C.N.I.B.,  Manitoba  Division. 

3.  Professional  staff  to  provide  the  actual  service,  necessary 
co-ordination  and  program  development.  A Social  Worker  is 
preferred  for  this  position,  underlining  the  rehabilitative 
nature  of  the  Centre,  and  in  keeping  with  models  reviewed  in  the 
literature. 

4.  Necessary  clerical  supports. 

5.  Consultant  resources.  The  staffing  mix  being  described  here  is  that 
necessary  for  the  provision  of  service.  However,  any  innovative 
developing  program  requires  additional  time  and  professional 
inputs,  and  it  is  suggested  that  this  be  achieved  through  the 
consulting  mechanism,  so  that  the  Centre  does  not  become  tied 

to  a staffing  pattern  more  intensive  than  actual  service  delivery 
should  require. 
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6.  Ophthalmologic  and  Optometric  services  within  their 

particular  fields  of  expertise,  and  as  required,  It  is 
anticipated  that  these  costs  would  be  defrayed  by  the 
Manitoba  Health  Services  Commission  as  was  the  case  in  a 
previous  clinic,  but  no  negiotations  to  this  end  have  been 
entered,  as  the  matter  is  both  speculative  and  premature  at 
this  time. 

The  above  mix  of  staff  and  resources  should  be  sufficient  to  meet  the 
demand  as  previously  postulated.  Should  demand  exceed  the  expectations 
options  exist  from  allowing  capacity  to  limit  utilization  (as  is  the  case 
in  other  models)  to  expansion  to  meet  demand. 

Being  a demonstration  project,  the  Centre  should  be  subject  to  both 
monitoring  and  evaluation  to  provide  the  necessary  data  to  direct  services 
and  to  facilitate  decision  making.  The  purpose  of  this  function  would 
be  to  define  the  impact  of  the  low  vision  service,  both  quantitatively 
and  qualitatively.  Impact  could  be  defined  in  terms  of  the  individual 
clients,  families,  collateral  agencies,  C.N.I.B.  itself,  and  the 
community  in  general  terms.  Specifically,  the  following  would  be  subject 
to  review:  client  satisfaction;  professional  staff  satisfaction; 

effectiveness  of  the  team;  assessment  of  specific  service  options  re 
service  mix;  effectiveness  of  public  education;  client  profile  and 
user  statistics;  unit  costing.  This  would  involve  development  of  service 
statistics,  questionnaires  to  clients  and  collatorals,  interviews, 
team  assessments,  and  possible  specific  tools  (eg  psychological  testing) 
to  develop  predictive  norms  in  working  with  the  clients.  Information 
would  be  available  throughout  the  project  and  a formal  evaluation  on  the 
first  18  months  of  service  would  be  available  by  the  end  of  the  twentieth 
month  to  provide  time  for  a decision  as  to  the  future  of  the  service. 

How  much  would  it  cost  to  operate  a two  year  demonstration  project  on  the 
provision  of  low  vision  services  for  Manitoba?  A tentative  cost,  with 
further  specifics  on  both  physical  plant  and  staff  requirements,  is 
presented  in  Appendix  D.  Developed  in  conjunction  with  senior  staff  at 
C.N.I.B.  Manitoba,  it  estimates  a total  project  cost  of  $180,000,  based 
on  the  considerations  discussed  in  the  foregoing  sections. 
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SECTION  3 


THE  CURRENT  SCENE 
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SUMMARY 


In  review,  the  recommendations  are: 

1.  that  a low  vision  service  for  Manitoba  is  both  feasible  and 
desi rable. 

2.  that  the  Canadian  National  Institute  for  the  Blind,  Manitoba 
Division,  should  organize  and  operate  a low  vision  service  for 
Mani toba. 

3.  that  the  low  vision  service  should  be  structured  as  a two  year 
demonstration  project. 

4.  that  the  low  vision  service  should  be  located  at  C.N.I.B. 

Manitoba  Division. 

5.  that  the  low  vision  service  should  be  organized  and  operated  as 
an  operating  department  of  C.N.I.B.,  Manitoba  Division. 

6.  that  the  service  should  be  provided  under  the  title  THE  MANITOBA 
LOW  VISION  CENTRE. 

Specifically,  the  Centre  should  provide  comprehensive  low  vision  services 
as  well  as  information  and  education  to  the  community. 

Such  a model  should  have  portability  to  other  divisions  of  C.N.I.B. 

Specific  divisional  circumstances  may  require  regionalization  within  the  division, 
or  specific  modifications  in  certain  areas  but  the  over-all  concept  should 
pertain. 

The  challenge  is  to  provide  a mix  of  disciplines  and  service  programs 
that  can  truly  meet  the  individual  and  varied  needs  of  the  visually 
impaired  to  enable  them  to  cope  in  today's  society--a  sighted  world. 
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SECTION  3 
THE  CURRENT  SCENE 

This  section  discusses  services  currently  available  to  the  visually  im- 
paired in  Manitoba--both  those  internal  to  C.N.I.B.,  and  those  external 
to  the  agency. 

Some  of  the  discussion  both  in  this  and  subsequent  sections  deals  with 
definitions  of  low  vision  and  low  vision  services.  However,  in  general 
terms  the  visually  impaired  individual  has  some  residual  vision,  but 
even  with  the  best  correction  provided  by  regular  lenses  is  impaired 
visually  from  a performance  standpoint--!' s unable  to  do  what  he  wants 
to  do,  what  he  needs  to  do.  Often  the  first  thing  affected  is  the 
ability  to  read  a newspaper. 

Individuals  registered  as  legally  blind  may  also  have  residual  vision. 
C-N.I.B.  statistics  estimate  that  only  25%  of  their  clients  have  no 
useable  vision. 

INTERNAL  TO  C.N.I.B. 

The  Canadian  National  Institute  for  the  Blind  is  a national  rehabilitive 

agency  directed  to  working  with  blind  and  visually  impaired  individuals. 

Registration  as  blind  is  necessary  for  their  prime  services,  registration 

being  defined  by  the  legal  definition  of  blindness: 

persons  having  a visual  acuity  in  both  eyes,  with 
proper  refractive  lenses  of  20/200  or  less  with 
the  Snellen  Chart  or  equivalent,  or  if  the  greatest 
diameter  in  the  field  of  vision  in  both  eyes  is  less 
than  20  degrees. 

The  Manitoba  Division  offers  the  following  services  and  resources: 
eye  service  and  intake;  social  service;  adjustment  training;  district 
administrators  (rural  service);  library  services;  vocational  rehabilitation 
employment  services;  industrial  placements  within  C.N.I.B.  (e.g.  caterplan); 
public  relations;  volunteer  program;  tape  talking  books;  aid  and 
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appliance  centre;  and  a residence.  The  agency  works  with  some  1,500 
registered  blind  in  Manitoba.  The  major  benefits  of  registration,  in 
addition  to  eligibility  for  C.N.I.B.  services,  include  such  things  as 
tax  incentives,  tape  talking  books,  etc. 

C.N.I.B.  initiated  both  a study  on  the  unmet  needs  of  blind  Canadians-- 
Vision  Canada--and  an  inhouse  review  of  operations  and  organization  of 
one  of  its  divisions.  As  part  of  this  process,  the  agency  is  reviewing 
services,  service  mix  and  options.  The  direction  appears,  as  presented 
in  interviews  with  staff  (both  National  and  Divisional),  to  be  towards 
decreasing  specific  services,  and  increasing  advocacy  and  public  education. 

The  executive  director  of  the  Manitoba  Division  stated  that  the  traditional 
image  of  C.N.I.B.  services  is  fading.  Services  and  programs  are  becoming 
less  visible,  less  tangible  and  less  readily  grasped  resulting  in  a need 
to  direct  attention  on  increasing  visibility  and  public  relations  in 
conjunction  with  such  things  as  expanded  workshops  and  genetic  counselling. 
This  is  coming  about  as  service  thrust  changes  to  focus  on  vision  as 
opposed  to  blindness.  "More  and  more,  predominance  in  the  field  of 
disability  is  depending  on  an  accent  on  ability."  Pressure  exists  to 
serve  the  vision  impaired  or  partially  sighted  and  as  the  agency  responds 
to  this  pressure  it  is  finding  its  degree  of  discretionary  choice  is 
increasingly  and  rapidly  being  reduced  by  this  movement.  "A  senior 
government  official  pointed  out,  for  example,  in  providing  aid  to  the  blind 
he  could  never  recommend  providing  for  the  blind  unless  the  service 
was  available  for  all  who  need  it." 

The  executive  director  reported  that,  in  practice,  the  Manitoba  Division 
serves  all  people  within  the  limits  of  its  resources.  However,  there  is 
a need  for  a formally  structured  program  to  improve  accessibility. 

One  of  the  ongoing  functions  of  C.N.I.B.  is  its  prevention  program.  A 
program  geared  to  the  prevention  of  blindness  and  public  education,  its 
function  is  encompassed  in  the  charter  of  the  Canadian  National  Institute 
for  the  Blind: 

to  take  measures  and  adopt  every  possible  means  for  the 
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conservation  of  sight,  to  secure  adequate  legislation  for 
the  prevention  of  blindness,  and  to  provide  for  the  prompt 
treatment  of  diseases  of  and  injury  to  the  eye. 

Prevention  services  are  those  directed  to  individuals  outside  the  legal 
limit  for  blindness.  They  were  defined  by  C.N.I.B.  senior  staff  as 
"a  categorical  form  of  assistance  to  respond  to  individuals  and  groups  who 
are  not  eligible  for  registration." 

C.N.I.B.  Eye  Service  Policy  dated  August,  1977  (see  Appendix  E)  provides 
a listing  of  eye  services  which  may  be  offered  by  the  authorized  staff. 
Services  may  be  extended  specifically  to  the  following  groups: 

1.  the  registered  blind,  who  are  eligible  for  all  C.N.I.B.  services. 
(20/200  or  less,  or  restricted  field  of  vision) 

2.  individuals  with  progressive  eye  conditions  and  serious  visual 
impairment  (not  necessarily  progressi ve)--i n both  cases  individuals 
whose  vision  "is  above  the  level  of  legal  blindness" 

3.  individuals  with  significant  refractive  errors:  adults  6/60  or 

20/200  or  less  in  the  better  eye  before  correction;  preschool 
and  school  age  children  with  vision  reduced  to  6/15  or  20/50 

or  less  before  correction;  individuals  where  glasses  help  to 
keep  an  eye  straight. 

In  keeping  with  the  National  Eye  Service  Policy,  all  divisions  reported 
that  services  are  provided  to  individuals  outside  the  legal  limit  for 
blindness,  (Table  3-3).  For  all  divisions,  volume  statistics  were  not 
readily  available.  Support  for  extension  of  services  to  the  low  vision 
individual  was  received  from  all  divisions,  although  there  was  some  caution 
expressed  that  this  expansion  should  not  jeopardize  services  to  the  re- 
gistered population.  Some  specific  comments  in  this  regard: 

in  some  cases,  the  individual  experiencing  loss  of 
vision  may  often  at  that  time  have  a greater  need  for 
services  than  at  a time  after  he  becomes  registered 

those  individuals  who  fall  in  the  prevention  category  but 
will  eventually  become  legally  blind  often  require  more 
support  and  encouragement  than  the  adult  who  has  suddenly 
loss  all  his  vision  through  an  accident. 

Prime  service  thrust  for  all  divisions  is  the  registerable  blind  population. 
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Some  divisional  programs  of  interest: 

1.  Ontario  Division 

^ (a)  The  C.N.I.B.  Low  Vision  Centre  is  operated  at  Bakerwood, 

Toronto,  under  the  supervision  of  the  Supervisor  of  the  Ontario 
Eye  Service  Department  and  staffed  by  her  nurses.  The  clinic 
is  operated  on  a referral  basis  onlj,  from  the  client's 
ophthalmologist  for  anyone  whose  vision  is  20/70  or  worse. 

The  clinic  operates  one  day  a week  throughout  the  year  with 
the  exception  of  vacation  periods.  Approximately  550 
individuals  are  examined  during  one  year  of  which  100 
would  fall  in  the  prevention  category.  Once  again,  the 
majority  of  these  individuals  have  progressive  eye  conditions 
and  will  eventually  become  registered  with  C.N.I.B.  Following 
the  clinic  appointment,  follow-up  of  the  client  is  completed 
by  one  of  the  eye  service  nurses  or  a volunteer.  These 
individuals  found  in  the  prevention  category  often  require 
a great  deal  of  encouragement  to  continue  to  use  their 
vision  to  its  maximum  potential  prior  to  complete  dependency 
on  talking  books  and  the  abstai nance  from  reading.  Our 
involvement  with  this  type  of  client  is  often  very  extensive 
as  many  of  them  are  experiencing  anger  and  depression  at 
the  thought  of  future  loss  of  vision. 

(b)  The  Ontario  Mobile  Eye  Care  Unit  program  was  established  in 
1972  to  provide  complete  eye  care  to  communities  in  Northern 
Ontario  which  do  not  have  ophthalmological  services.  The 
program  is  now  in  its  sixth  year  and  is  a most  successful 
' vehicle  for  Prevention  of  Blindness.  The  Mobile  Eye 

Care  Unit  which  is  a converted  Winnebago  Van  travels  to 
communities  in  Northern  Ontario  from  the  beginning  of  April 
until  the  middle  of  November  spending  a week  to  two  weeks 
in  each  community.  The  van  is  staffed  by  two  regular  C.N.I.B. 
employees  and  the  ophthalmologists  in  Ontario  volunteer 
their  time  to  work  for  a period  of  one  week  on  the  van. 

The  services  of  the  ophthalmologists  are  covered  by  0HIP. 
(Ontario  Health  Insurance  Plan).  The  visits  to  these 
communities  are  planned  by  the  Co-ordinator  of  the  Program 
based  in  Toronto  who  at  the  present  time  is  the  Supervisor 
of  the  Ontario  Eye  Service  Department.  In  preparation  for 
each  visit,  contacts  are  made  to  the  local  service  club 
(usually  the  Lions)  who  are  co-sponsoring  the  visit,  the 
local  medical  doctors,  the  public  health  nurses,  and 
the  ophthalmologist.  During  the  remainder  of  the  year, 

Glaucoma  surveys  are  planned  throughout  the  province  to 
promote  public  education  regarding  eye  care  and  those 
services  provided  by  C.N.I.B.  During  the  last  five  years  of 
operation,  15,458  individuals  have  received  complete  eye 
examinations  and  7,056  individuals  were  examined  in 
glaucoma  surveys.  The  response  of  the  communities  involved 
has  been  most  encouraging  and  each  year  C.N.I.B.  receives  one 
or  two  requests  from  other  communities  in  the  North  who 
k would  like  to  receive  this  service.  Through  this  program 

' individuals  could  receive  one  of  the  following: 
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1.  Their  condition  may  be  status  quo  and  no  treatment  is 
requi red . 

2.  Glasses  may  be  prescribed  or  changed. 

3.  Medication  may  be  prescribed. 

4.  Surgery  may  be  planned  in  the  future. 

5.  Individuals  may  be  discovered  who  are  eligible  to  be 
registered  with  C.N.I.B.  as  legally  blind. 

2.  B.C. /Yukon 

The  British  Columbia/Yukon  Division  is  involved  in  two  joint 
projects  with  the  Department  of  Ophthalmology  of  the 
University  of  British  Columbia,  (a)  A low  vision  clinic  is 
held  consisting  of  an  ophthalmological  examination  and 
provision  of  aids,  plus  counselling  and  follow-up  by  a 
public  health  nurse,  (b)  A Diabetic  Vision  Counselling 
Clinic  is  also  operated  one  half  day  per  week  and  involves 
a joint  interview  between  the  patient,  his  family  and  the 
ophthalmologist,  a social  worker  and  psychiatrist.  Referral 
is  by  an  ophthalmologist  at  the  point  where  the  patient 
shows  the  first  signs  of  experiencing  fairly  rapid  decrease 
in  vision.  The  interview  focuses  on  employment,  financial, 
social/recreational,  family  and  self-concept  issues  and  the 
patient  is  graded  on  a scale  of  ability  to  cope.  Action  is 
recommended  on  the  basis  of  a joint  assessment  and  can 
consist  of  referrals  as  appropriate  (C.N.I.B.  services, 
counselling,  outside  services).  This  project  is  near  the 
end  of  its  second  year. 

These  services  are  not  exclusive  to  the  above  divisions  and  similar  ones  are 
provided  in  other  divisions-for  example,  Quebec  has  a van. 


Manitoba  Prevention  Program 

Responsibility  for  the  prevention  function  of  the  agency  is  primarily 
charged  to  the  eye  service  department,  which  has  the  following  functions: 

1.  to  facilitate  registrations 

2.  to  co-ordinate  the  eye  bank  program 

3.  to  encourage  prevention  of  blindness  through  public  education. 

The  eye  service  department  is  staffed  by  a registered  nurse,  who  provides 
the  major  service  thrust  in  the  prevention  program  but  with  recourse  to  the 
other  departments  of  the  agency— -primari ly  social  service,  vocational 
training,  district  administrators  and  adjustment  training. 
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The  orientation  of  the  eye  service  prevention  program  is: 

1.  to  maximize  the  use  of  residual  sight. 

2.  to  assure  adequate  and  continuing  medical  attention. 

The  prevention  service  is  available,  but  the  onus  is  on  the  client  to 
reach  out  for  the  service.  The  program  stresses  service  to  those  with 
degenerative  diseases  and  conditions  which  can  be  helped  with  medical 
advice.  Much  of  the  prevention  caseload  is  composed  of  individuals 
whose  sight  may  be  corrected  with  refraction,  i.e.  glasses.  C.N.I.B. 
does  have  some  funds  which  are  directed  to  the  purchase  of  spectacles, 
which  according  to  staff  is  primarily  utilized  now  for  young  families 
on  unemployment  insurance  without  the  funds  for  glasses. 

The  various  aspects  of  the  eye  service  prevention  function  are: 

1.  registration  processing--for  both  registration  and  prevention 

2.  referral  of  individuals  for  service 

3.  referral  to  other  community  organizations  and  agencies 

4.  liaison  with  ophthalmologists 

5.  liaison  with  low  vision  clinic  when  it  was  operating 

6.  in-service  on  eye  care--to  nurses  (hospitals  and  nursing  homes) 

7.  public  education  - focuses  on  specifics  of  eye  condition, 
functions  of  eye  care  and  use  of  aides 

8.  maintaining  a limited  number  of  aids  for  loan  and  purchase; 

4 power  and  over,  lighted  and  unlighted 

9.  follow-up  as  permitted 

10.  maintainence  of  files. 

Basically,  the  critical  path  of  the  prevention  client  is: 

1.  referral --major  referral  sources  are  school  or  public  health 
nurse,  self;  some  referrals  do  come  from  doctors. 

2.  initial  contact--ei ther  by  eye  service  or  social  service.  If 
initial  contact  is  with  the  eye  service  department,  then  a 
screening  process  is  undertaken,  and  cases  referred  to  social 
service  as  appropriate.  Staff  indicated  that  referral  would 
likely  be  effected  in  the  case  of  progressive  eye  conditions, 
and  fluctuating  vision  problems.  However  a client  may  contact 
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a worker  directly,  who  then  handles  the  case.  No  intake 
function  is  defined. 

3.  eye  service  department  request  the  eye  report. 

4.  pending  receipt  of  the  eye  report,  and  depending  on  the  situation 
and  condition  of  the  client,  service  may  be  instituted, 

5.  files  are  maintained  by  the  eye  service  department.  Recently, 
the  procedure  of  opening  a file  for  all  prevention  cases  was 
instituted,  with  staff  noting  that  occasionally  a file  may  not 
be  developed. 

Prevention  cases  were  referred  to  the  now  defunct  Low  Vision  Clinic  for 
refractive  problems  in  instances  suggested  by  the  doctor  and  supported  by 
the  patient.  Referral  was  not  effected  if  considered  inappropriate. 

There  are  two  levels  of  service  available  to  the  prevention  client: 

1.  short  term  intensive  service-counsel  1 ing,  employment  and  vocational 
services,  adjustment  training,  some  appliances.  The  prevention 
client  is  not  eligible  for  concessions; 

2.  maintenance-cases  ineligible  for  registration,  and  not  receiving 
intensive  service.  For  these  cases,  some  follow-up  is  provided, 
primarily  to  degenerative  conditions — the  estimate  being  follow-up 
to  1 /3rd  of  the  cases  (letter,  telephone, at  request  of  client). 

Currently,  there  are  between  600  and  700  files  registered  as  prevention. 

Table  3-1  presents  a profile  of  the  prevention  caseload  as  of  August,  1977. 

It  shows: 

--largest  age  group  is  19  to  29  at  35.3%;  65  and  over  28.11%; 

--53.19%  are  male; 

--for  the  year  ending  July  31,  1977  contact  was  recorded  in  11.8%  of 
the  cases.  Average  contacts  per  client  in  that  year  was  2.7, 
inclusive  of  the  initial  eye  report,  follow-up  letters  and 
telephone  calls. 

In  addition,  prevention  services  were  extended  to  individuals  not  included 
in  the  above  count.  Table  3-2  presents  the  number  of  cases  served  by 
the  social  service  department  for  the  nine  months  ending  September  30,  1977. 
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There  were  77  cases,  the  majority  of  which  required  a service  weight  of 
3-4  on  a 10  point  scale  with  about  50%  receiving  only  minimal  involvement. 

The  adjustment  training  department  also  works  with  the  non  registerable 
client--10  to  15%  of  its  work  being  with  this  group.  Again,  the  involvement 
is  basically  short  term.  The  district  administrators  (rural  workers) 
estimated  that  they  would  collectively  be  involved  with  approximately 
75  prevention  cases  annually. 

The  social  service  staff  indicated  that  their  prevention  activity  was 
basically  counselling  for  the  individual  and  family  with  information  and 
referral  effected  as  well  as  consultation  with  other  professionals  regarding 
the  vision  problem.  For  the  preschool  and  school  age  child,  service  is 
provided  as  required  without  registration  for  it  is  often  impossible  to 
define  the  extent  of  vision. 

Staff  Comments 

The  following  comments  were  shared  by  staff  during  the  interviews  from  which 
the  descriptive  material  on  C.N.I.B.  services  was  drawn.  The  staff  were 
from  various  departments:  eye  service,  social  service,  district  administrators, 

and  adjustment  training. 

1.  all  were  of  the  opinion  that  C.N.I.B.  should  involve  itself  in 

the  provision  of  service  to  the  visually  impaired — those  individuals 
with  vision  problems  currently  outside  the  limits  for  registration. 

2.  any  service  developed  should  be  appropriately  structured  and 
stressed  publicly. 

3.  any  service  outreach  should  not  have  a negative  impact  or 
jeopardize  the  ongoing  services  of  C.N.I.B. 

4.  a demonstration  project  may  provide  inputs  to  clients  who 
ultimately  become  eligible  for  C.N.I.B.  services;  thus  in  the 
long  run  ongoing  service  structures  may  bear  review. 

5.  there  will  always  be  some  individuals  who  could  benefit  from  the 
service  who  will  refuse  it,  as  some  individuals  refuse  registration. 

6.  cataract  patients  experience  a need  for  short  term  services.  The 
period  preceeding  surgery  is  usually  one  of  decreasing  sight,  while 
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the  ultimate  prognosis  is  improved  vision.  It  was  suggested 
that  provision  be  made  for  this  group. 

7.  Possible  services  to  the  visually  impaired  could  include: 
supportive  counselling,  referral,  consultation,  some  adjustment 
training,  employment  information;  preparation  regarding  the 
loss  of  sight. 

8.  the  term  "blind"  causes  problems  in  terms  of  an  individual's 
perception  of  himself  in  approaching  the  agency. 

9.  one  eyed  clients  may  present  a problem.  These  are  clients  who 
perhaps  have  very  good  vision  in  one  eye,  but  no  or  little  vision 
in  the  other  eye. 

10.  early  intervention  is  necessary  in  diseases  of  a degenerative 
nature,  and  diseases  with  fluctuating  vision. 

11.  the  optometrists  should  be  considered  a resource  along  with  the 
ophthalmologist  for  in  rural  Manitoba  there  are  sc  few  ophthalmol- 
ogists . 

12.  functional  measurements  appear  the  most  appropriate,  for  two 
individuals  with  the  same  measured  vision  may  function  quite 
differently.  Example  of  an  individual  who  considered  himself 
nearly  blind;  worker  placed  him  experiental ly  in  the  light 
perception  category;  ophthalmologic  examination  placed  him 
outside  the  legal  limits  of  blindness — yet  he  functioned  as 
if  he  had  no  residual  sight. 

13.  access  may  be  an  issue;  having  to  travel  to  a larger  centre  for 
eye  care. 

14.  major  agency  priorities  for  some  staff:  co-ordinator  of  services; 

intake  process  clarification;  personnel  officer;  redefining 

of  caseloads;  additional  staff  in  specialized  areas. 

15.  the  workers  feel  strained  in  meeting  the  current  demands  placed 

on  them.  It  can  be  a problem  priori  zing  service  to  the  registerable 
vis  a vis  the  non  registerable. 

16.  in-services  and  vision  screening  for  nursing  homes  were  suggested. 

17.  people  with  marginal  sight  do  not  see  themselves  as  "blind". 
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EXTERNAL  TO  C.N.I.B. 

Clinical  Services 

Three  groups  are  perceived  by  the  public  as  providing  vision  related 
services:  ophthalmologists,  optometrists  and  opticians. 

By  definition  of  Websters'  dictionary: 

Ophthalmol ogist--a  physician  specializing  in  Ophthalmology 

Ophthalmology--the  science  dealing  with  the  structure,  functions  and 
diseases  of  the  eye 

Optometrist--one  who  is  skilled  in  Optometry 

Optometry--the  profession  or  occupation  of  measuring  vision  and 

perscribing  corrective  lenses  to  compensate  for  visual  defects 

Optician--one  who  make  or  deals  in  optical  goods,  as  one  who  grinds 
eyeglass  lenses  to  oerscription  and  sells  frames  for  them. 

In  the  course  of  this  study,  both  the  Ophthalmologists  and  Optometrists  were 
contacted  for  their  ideas,  impression  of  need  and  committment.  Both 
groups  were  interested  in  and  supportive  of  a low  vision  service  for 
Manitoba,  and  identified  a need  for  expanded  rehabilitative  inputs. 

From  consultations  with  the  Head  of  the  Ophthalmol ogi cal  Section,  Canadian 
Medical  Association  Manitoba  Division  (both  1977  and  1978),  discussions 
with  members  of  a committee  struck  by  the  section,  and  at  a section  meeting 
the  following  is  noted: 

1.  The  Ophthalmologists  have  the  training  to  deal  with  medical 
problems  of  the  eye. 

2.  Ophthalmologists  do  see  low  vision  cases  in  sufficient  numbers  to 
perceive  a need  for  low  vision  service. 

3.  Rehabilitative  services  should  be  directed  to  individuals  with 
visual  impairment  and  their  families. 

4.  The  rehabilitative  component  was  perceived  as  not  infringing  on/or 
changing  the  basic  patient/doctor  relationship. 

5.  Manitoba  ophthalmologists  are  clustered  in  the  major  centres. 

6.  Definition  of  visual  impairment:  visual  acuity  of  20/70 

corrected  or  less;  or  anyone  the  ophthalmologist  thinks  may 
require  help.  At  20/70  a normally  sighted  individual  sees  at 
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70  feet  what  the  patient  sees  at  20  feet.  Reading  is  one  of  the 
first  activities  affected  at  20/70-in  order  to  read  an  aid  is 
usually  required. 

7.  Functions  of  a clinic--to  "help  people  see". 

8.  Rationale  for  a clinic  rather  than  private  practitioner: 

(a)  working  with  older  people  who  cannot  give  quick,  crisp  answers 
requires  more  time;  which  is  difficult  under  the  pressure 

of  a private  practice 

(b)  The  appropriate  prescription  and  fitting  of  aids  is  time 
consumi ng 

(c)  a large  supply  of  aids  is  required 

(d)  clinic  provides  a training  situation  for  ophthalmic  residents 

(e)  follow-up  during  C.N.I.B.  processing  ensures  that  everything 
has  been  done. 

9.  Impact  of  a low  vision  clinic  depends  on: 

(a)  what  the  person  wants  to  do 

(b)  what  the  person  has  to  do 

(c)  what  is  available  (i.e.  what  can  be  given  the  individual) 

10.  Auspices  and  model  for  a low  vision  service: 

(a)  people  will  have  to  come  to  a central  location  at  least  once. 

(b)  --for  some,  auspices  was  an  open  issue, 

--for  others,  auspices  was  recommended  within  a hospital/ 
medical  college  setting,  the  major  reasons  being  training 
opportunities  for  ophthalmic  residents;  and  many  patients 
come  from  the  outpatients  department. 

(c)  There  should  be  C.N.I.B.  personnel  at  the  Clinic. 

11.  Interface  of  Ophthalmology  and  Optometry.  Both  work  in  vision 
related  areas,  and  there  is  some  strain  in  the  relationship  of 
the  professional  groups.  It  was  pointed  out  that  any  joint 
venture  would  require  a strong  working  definition  of  who  does 
what,  when  and  so  on. 

From  consultations  with  the  low  vision  committee  of  the  Manitoba  Optometric 
Society,  the  following  is  noted: 

1.  there  is  a need  for  services  to  the  visually  impaired, 
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2.  it  is  important  for  C.N.I.B.  to  review  its  activities  to 
stress  services  for  the  low  vision  client. 

3.  definition  of  visual  impairment:  visual  acuity  of  20/70  or 

poorer  for  the  better  eye  with  corrective  lenses.  Where  other 
factors  cause  limitation  of  vision  (e.g.  field  loss)  a person 
may  be  classified  with  20/20  acuity. 

4.  "low  vision  is  best  exemplified  by  the  patient  who  request  help 

not  on  the  basis  of  reduced  visual  acuity  or  field,  but  because 

of  poor  performance  as  a direct  consequence  of  the  visual  loss." 

5.  in  dealing  with  low  vision,  a comprehensive  program  is  needed  to 

meet  the  needs  of  the  individual: 

(a)  detection  of  eye  disease,  services  for  prevention  and 
treatment  of  that  eye  disease 

(b)  optical  services  which  include  the  best  possible  refraction-- 
expert  advice  on  optical  aids  which  would  be  in  reference 

to  reading  aids,  magnifiers,  and  telescopic  devices. 

(c)  psychological,  rehabilitative  and  education  services. 

6.  the  other  factors  that  must  be  considered  besides  acuity  when 
trying  to  determine  prognosis  are  duration  of  the  condition, 
motivation,  flexibility  of  the  individual,  visual  fields, 
etiology,  stability  of  the  condition,  age  and  education. 

7.  legal  blindness  based  on  20/200  or  less  and  a visual  field  of  20 
degrees  or  less  is  an  outmoded  term.  It  does  not  take  into  account 
any  functional  evaluation. 

8.  interface  of  services: 

As  presented  in  a letter  from  the  low  vision  committee,  C.N.I.B. 
has  been  tied  to  a medical -pathological  model  which  involves  it 
primarily  with  ophthalmologists. . .'.'The  ophthalmologists  have 
medical  training  and  are  specialists  in  treating  diseases  and 
pathology  of  the  eye.  Vision  problems  perceived  on  other  than 
a disease  basis  is  the  practice  of  the  optometrist.  An  optometrist 
deals  with  functional  vision  and  treatment  interventions  to  improve 
visual  functioning."  It  was  commented  that  on  an  individual 
basis  there  exists  effective  professional  relationships  between 
the  two  trainings;  on  an  organizational  level  there  is  a 
strained  relationship. 
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9.  auspices  and  model: 

(a)  auspices:  recommend  C.N.I.B.  Optometrists  do  not  have 

hospital  privileges 

(b)  location:  as  long  as  a low  vision  service  is  provided 

location  is  an  open  issue 

(c)  roles:  ophthalmologists-diagnosis  and  pathology 

optometrists-! enses  and  prisims 
rehabilitation  workers-social  workers,  nurses,  etc. 
10.  Many  optometrists  practice  in  rural  Manitoba. 

Selected  Agencies  and  Organizations  In  Manitoba 

This  section  reviews  inputs  from  selected  agencies  and  organizations  in 
Mani toba. 

1.  Low  Vision  Clinic 

There  was  a Low  Vision  Clinic  at  the  Health  Science  Centre,  operational 
from  1956  through  1977.  It  was  phased  out  in  October,  1977  by  decision  of 
the  Dean  of  the  Medical  College. 

The  Clinic  operated  one  half  day  a week,  was  staffed  by  a consulting 
ophthalmologist  and  resident  ophthalmologists.  It  operated  as  one  of  the 
several  vision  clinics  of  the  Ophthalmological  program  of  the  Manitoba 
Medical  School.  Patients  reached  the  clinic  by  referral  — from  other 
ophthalmologists  and  C.N.I.B:  optometrists  referred  to  eye  clinics  but 

not  the  low  vision  clinic.  The  usual  intervention  was  prescription  of 
magnifiers  or  strong  glasses.  Usually  the  patient  was  just  seen  the  one 
time,  and  follow-up  was  handled  el sewhere--frequently  C.N.I.B. 

The  previous  consultant  to  the  clinic  is  continuing  the  service  in  his 
private  practice,  and  sees  one  to  two  patients  per  week  on  referral  from 
other  ophthalmologists  in  his  own  clinic  and  from  C.N.I.B. 

Staff  that  have  been  involved  in  the  low  vision  clinic  are  of  the  opinion 
that  a low  vision  service  is  both  needed  and  appropriate-,  the  demand  would 
be  manageable;  it  is  a resource  that  Manitoba  needs. 
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2.  Canadian  Council  for  the  Blind,  Manitoba  Division 
Conversation  with  the  President  following  Board  discussion  indicates  that 
the  C.C.B.  supports  the  expansion  of  service  to  the  visually  impaired, 
provided  that  existing  services  to  the  registered  population  would  not 
be  jeopardized. 


3.  Manitoba  Federation  of  the  Visually  llandicapped--letter  from 

C.D.  Blakeslee,  President 

Total  blindness  or  legal  blindness  is  a low 
incidence  handicap  in  the  population,  even 
though  much  of  it  goes  undiagnosed.  The  frequency 
appears  to  be  roughly  ^ to  1 percent.  However, 
the  frequency  of  visual  impairment  is  a very  high 
frequency  handicap.  One  sixth  of  the  children  born 
are  dyslexic.  Many  individuals  suffer  from  visual 
impairment  which  may  prevent  effective  reading, 
manipulation  of  numbers,  hand  co-ordination  and  a 
number  of  other  very  important  functions.  The  problem 
has  little  to  do  with  the  concept  of  blindness.  Yet, 
it  should  be  remembered  that  these  functional  disorders 
can  be  as  limiting  in  a behavioraT  sense  as  the  concept 
of  legal  blindness.  I do  not  wish  to  minimize  those 
problems  faced  by  most  individuals  who  are  blind,  but 
we  must  understand  that  the  difference  between  the 
blind  and  the  general  public  is  not  one  of  dichotomy. 
Audi o-l earning  and  audio  services  through  libraries 
etc.,  are  not  only  critical  to  people  who  have  visual 
handicaps,  but  at  long  last  are  seen  as  an  essential 
form  of  learning  and  recreation  with  visual  materials. 

Extending  services  to  visually  handicapped  people  from 
the  normal  agency  mechanism  will  do  a great  deal  to 
improve  conditions  for  a very  large  segment  of  the 
general  public. 


4.  Vision  Screening  Programs 

Vision  screening  of  elementary  school  children,  primarily  those  in  the  nursery, 
kindergarten  and  grade  1 occurs  in  Manitoba. 

(a)  the  City  of  Winnipeg  Inner  City  Health  Department.  Vision  testing 
is  performed  in  the  Winnipeg  School  Division  No.  1.  For  the  year  ending 
September,  1977,  35,248  children  were  tested  (Snellen  and  Random  Dot  E Tests) 
with  9.2%  being  referred  for  medical  care.  Staffed  by  nurses  children 

with  visual  acuity  of  20/60  are  panelled  for  appropriate  school  placement. 

(b)  provincial  screening  program,  under  special  education.  Department 
of  Education.  A five  year  pilot  program,  instruments  and  systems  are  being 
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tested  and  researched.  Staffed  by  special  education,  with  inputs  from  a 
task  force  of  professionals  (optometrists  and  ophthalmologists--C.N. I .B. 
recently  joined  the  committee).  Special  education  co-ordinator  in  each 
school  division  organizes  the  program — three  staff  and  two  volunteers. 
Instruments  and  resources  are  provided  by  the  central  staff.  If  a child 
should  fail  two  screenings,  referral  to  an  optometrist  or  ophthalmologist 
is  effected.  The  intent  is  to  expand  the  testing  to  the  higher  grades 
(3,  5,  7,  and  10).  In  addition,  in  any  screening  program  some  71  to  8%  of 
the  vision  problems  are  missed,  and  therefore  in-services  are  organized  for 
teachers  on  functional  and  behavioural  manifestations  of  vision  problems. 

5.  Agencies  and  organizations: 

(a)  Special  education,  Department  of  Education,  Province  of  Manitoba. 

Vision  impairment  is  defined  by  this  department  at  visual  acuity  of 

20/70  corrected  in  the  best  eye,  and  on  that  basis  it  is  estimated  that 
there  are  500  partially  sighted  school  age  children  in  Manitoba.  Students 
currently  identified  as  having  a vision  problem  are  primarily  included  in 
the  regular  school  system;  a change  from  sending  them  to  residential  school. 
Support  was  expressed  for  extension  of  services  to  the  visually  impaired. 

(b)  Manitoba  School  for  the  Retarded,  Portage  la  Prairie.  17.15%  of 
the  population  are  visually  impaired  or  blind,  of  which  15.25%  have  low 
vision.  C.N.I.B.  was  commended  on  the  workshops  and  inputs  provided  to  the 
Manitoba  School. 

(c)  Society  for  Crippled  Children  and  Adults.  A few  clients  would 

fall  into  the  low  vision  category  (currently  13  adults  with  a 2-3  year  turnover). 
Basically  a fairly  limited  informal  counselling  is  offered. 

(d)  Manitoba  School  for  the  Deaf.  Currently  there  are  two  visually 
impaired  students  at  the  school.  Hearing  impaired  persons  experience 
incidence  of  visual  impairment  higher  than  within  the  general  population. 

y 

(d)  Motor  Vehicle  Branch-Department  of  Highways,  Province  of  Manitoba. 
Medical  regulations  for  a drivers  licence  in  Manitoba  (class  5--pleasure) 
are: 

i.  binoculur  or  monoculur  visual  acuity  of  20/40  corrected  (can  be 
blind  in  one  eye  and  still  get  a licence) 
ii.  field  of  vision  120  degrees  both  eyes  open  and  examined  together. 
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SUMMARY 

In  review,  the  following  is  noted: 

1.  C.N.I.B.  is  empowered  to  offer  services  to  people  ineligible  for 
registration  as  legally  blind. 

2.  These  servi ces--the  prevention  program--have  been  defined  as  a 
categorical  form  of  assistance  to  respond  to  individuals  and 
groups  with  vision  problems  who  are  not  eligible  for  registration. 

3.  All  divisions  reported  providing  services  to  individuals  outside 
the  legal  limit  of  blindness;  and  all  divisions  expressed  support 
for  expansion  of  services  to  the  visually  impaired. 

4.  The  Manitoba  Division  has  a prevention  program,  staffed  from  the 
eye  service  department  and  drawing  on  the  other  resources  of  the 
agency. 

5.  The  staff  at  Manitoba  Division  supports  the  extension  of  services 
to  the  visually  impaired,  provided  ongoing  services  are  not 
jeopardized. 

6.  Both  ophthalmologists  and  optometrists  support  the  need  for  low 
vision  services  encompassing  both  clinical  and  rehabilitative 
resources. 

7.  Auspices  of  a low  vision  services  was  lodged  by  some  ophthalmologists 
within  a hospital;  some  optometrists  within  C.N.I.B.;  others 

of  each  professional  group  had  no  opinion. 

8.  Manitoba  had  a low  vision  clinic  operated  by  the  Medical  college 
which  was  phased  out  in  1977. 

9.  The  Canadian  Council  for  the  Blind  expressed  support  for  the 
expansion  of  service  to  the  visually  impaired,  provided  that 
existing  services  to  the  registered  blind  would  not  be  jeopardized. 

10.  The  Manitoba  Federation  of  the  Visually  Handicapped  stated  that 
"extending  service  to  visually  handicapped  people. .. .will  do  a 
great  deal  to  improve  conditions  for  a very  large  segment  of  the 
general  public." 

11.  There  are  some  vision  screening  programs  and  other  agencies  and 
organizations  are  on  a limited  basis  involved  with  people  with 
vision  problems. 
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TABLE  3-1 

EYE  SERVICES  DEPARTMENT 
CASELOAD  - AUGUST,  1977 

Age  distribution: 

6 and  under  3 


7 to  13 

50 

14  to  18 

108 

19  to  29 

221 

30  to  39 

21 

40  to  49 

16 

50  to  64 

29 

65  to  80 

101 

81  and  over 

75 

Not  known 

2 

626 

Sex: 

Males 

333 

Females 

Frequency  of  Contact: 

293 

626 

TOTAL 

1 contact 

43 

2 to  5 contacts 

327 

6 to  10  contacts 

168 

11  to  15  contacts 

41 

16  to  20  contacts 

25 

21  to  25  contacts 

9 

26  to  30  contacts 

7 

31  to  35  contacts 

3 

More  than  35  contacts 

3 

626 

Total  number  of  contacts 

4020 

Average  contacts/client 

6.4 

.48 

7.99 

17.25 

35.30 

3.36 

2.56 

4.63 

16.13 

11.98 

.32 

100'.  00 


53.19 

46.81 

100.00 


FROM  AUG. 1/76 
TO  JULY  31/77 
27  ' 

40 

6 

1 


74 

202 


2.7 


TABLE  3-2 

PREVENTION  CASELOAD 
SOCIAL  SERVICE  DEPARTMENT  CONTACT 

FOR  NINE  MONTHS  ENDED  SEPTEMBER  30,  1977 


Scale  of  # of 

Involvement  Cases 


1 34 

2 6 

3 9 

4 5 

5 4 

6 1 

7 6 

8 3 

9 6 

10  3 


77 


The  above  is  a count  of  prevention  cases  beinn  serviced  by 
the  Social  Service  Department  (4  workers).  The  scale  of 
1 to  10  represents  degree  of  involvement; number  1 being 
minimal  contact  and  number  10  being  very  extensive  contact. 

Average  involvement  is  in  the  3-4  range  of  the  scale. 
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TABLE  3 - 3 

INFORMATION  ON  DIVISIONAL  PREVENTION  PROGRAMS 
SASKATCHEWAN  MARITIMES  ALBERTA  ONTARIO 


QUEBEC 


Yes 


yes 


r.counsel  1 ing 
& emotional 
support  to 
patient  A 
fami ly 

2.  referral  to 
appropriate 
community  re- 
source for 
finance  em- 
ployment etc. 

3.  educational 
l vocational 
counselling  & 
referral 

A. counsel  ling 
regarding  use 
of  partial 
sight  A 
instruction 
in  use  of 
lew  vision 
aids. 


yes,  to  varying 
deorees 


yes 


yes 


yes 


. . .prevention 
services  in 
accordance 
with  C.N.I.B. 
eye  service 
policy:- 
-counselling 
-Low  Vision 
Clinics 
-Transpor- 
tation 
-arrange- 
ments re 
obtaining 
visual  aids 
-eye  bank 


-information 
counselling  8 
guidance  to 
anyone  con- 
tacting 
division  with 
visual 
problem 

-for  those 
registered 
as  preven- 
tion, all 
services  under 
C.N.I.B. 
National  eye 
service  policy 


1 .employ!  .ent 

2.  employ went 
counselling 

3. mobility 
A. skills  of 

daily  1 iving 

5.  tape  talking 
books 

6.  personal 
counselling 

7.  recreation 

8.  referral 

9.  Vocational 
Guidance 

10. eye  service 


1. employment  in  advisory  capacity 
2. library-direct  S indirect 


not  great- 
estimate  not 
exceed  100/ 
year 

-Low  Vision 
Clinic 
-Diabetic 
Clinic 
-Chi ldren's 
Hospital 
Diagnostic 
Centre 

-Public  Schools 


TT:  - Compact  Cassette  Program  - not  blind 

but  unable  to  read  print  (thro  libraries) 

3. eye  service 

-visual  as  vssment  program  for  visually  impaired  students 
-1.  children 
-seminars  and  inservice  sessions 

-Ministry  of  Education  considers  partial  sight  Pvisual 
acuity  20/70  or  less 

-general  counselling  to  prevention  clients 
-C.N.I.B.  Low  Vision  Centre-on  referral  by  ophthalmologist 
020/70  or  1 ess-1  day  1 week;  550  pt/annum- follow-up  by 
nurse  or  volunteer 
-Ontario  Mobile  Eye  Care  Unit 

-in  its  6th  year,  a converted  Winnebago  Van  travels  to 
communities  in  Northern  Ontario  (April  to  November)- 
staffed  by  2 C.N.I.B.  volunteers,  and  ophthalmologist 
on  week  long  shifts  (Ontario  Health  Insurance  Plan 
pays  for  ophthalmologist) 

-also  glaucoma  surveys  rest  of  year 
-during  5 years  of  operation  15,A58  individuals  had 
eye  exams  and  7,056  individuals  seen  in  glaucoma 
surveys. 

A. appropriate  social  service  (as  we  give  registered  clients)  given. 


same  as  offered- 
tp  registered 
blind,  except 
for  such  things 
as  white  cane 


preliminary 
estimate-838 
individuals  in 
prevention 
caseload 


accurate 
statistics  not 
possible 


See  Above 


estimate  6A0  as 
a mi  n i . 


-Hospi tals 
-Dept,  of 
Health 
-other  agen- 
cies 

-service 

clubs 

ETC. 


...  in  some 
cases  the 
individual 
experiencing 
loss  of  vision 
may  often  at 
that  tine  have 
a greater  need 
for  services 
than  at  a time" 
after  register. 


. . .increas- 
ing need  for 
this  pro- 
gram..." 


-as  appropriate 
for  client 
including 
-eye  clinics 
-Hospital  & 
commun i ty 
health  care 
-education 
-manpower 
-social  service 

agencies 

""FxpandecT 
utilization  5 
contact  with 
other  agencies 
is  needed. . . " 


-community  -public  libraries 

-Social  Service-school  Boards  and  Divisions 


Agencies 

-manpower 

-health 

agencies 

-education 

resources 


-medical  services 
-community  agencies. 


"''the  need  Tor 
this  extended 
service 
definitely 
exi ts . . .The 
numbers  are 
small ..." 


“need". ..but  not  sacrifice  registered  group  'extend  services 
to  those  unable  to  read  because  of  a physical  handicap" 

"those  individuals  who  fall  in  the  prevention  category  but  will 
eventually  become  legally  blind  often  require  more  support  & 
encouragement  than  the  adult  who  has  suddenly  lost  all  his 
vision  through  an  accident" 


— low  vision 
clin’r.s 
— hospitals 
—schools 
--social  service 
agencies 


. . .persons  who 
do  not  fit  in 
the  blind  group 
can  have  many 
problems  and 
often  need 
material  counsel- 
ling in  order  to 
be  independent". 
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SECTION  4 

WHAT  IS  A LOW  VISION  SERVICE? 


This  section  highlights  information  related  to  low  vision  services  as 
documented  in  literature  and  from  interviews  with  experts  in  the  field 
when  printed  material  was  insufficient.  Low  vision  services  are  a 
relatively  new  innovation,  basically  a post  World  War  II  development 
even  though  some  low  vision  activity  has  gone  on  for  many  years,  parti cu- 
lary  with  reference  to  optical  aids.  It  has  now  become  a major,  meaningful 
and  extremely  important  service  to  a growing  number  of  partially  sighted 
individuals  (Ward). 


Literature  on  the  subject  of  low  vision  services  is  noteworthy  in  several 
respects : 

1.  There  is  not  much  of  it — but  it  does  provide  a beginning 
reference  point. 

2.  It  is  unanimous  in  stating  that  services  for  the  visually  impaired 
are  both  needed  and  potentially  useful. 


WHAT  IS  LOW  VISION? 

Eleanor  Fay,  of  Lighthouse,  discusses  a definition  in  this  manner: 

a definition  starts  with  the  basic  assumption  that  a 
person  who  is  calle  a low  vision  patient  has  visual 
acuity  or  visual  field  response  that  falls  below  a 
norm  and  that  acuity  cannot  be  corrected  with  con- 
ventional spectacle  refraction,  and  that  the  person 
has  had  many  problems  in  daily  existence  related  to 
reduced  visual  acuity  or  field  defect. 

Mehr  and  Freid  use  the  following  definition  for  partial  sight: 

low  vision  or  partial  sight  may  be  defined  as  reduced 
central  acuity  or  visual  field  loss  which.. even  with  the 
best  optical  correction  provided  by  regular  lenses 
still  results  in  visual  impairment  from  a performance 
standpoi nt. 


Low  vision  therefore  relates  primarily  to  function  and  the  usefulness  of 
vision  in  an  individual's  functioning.  However,  for  ease  of  discussion, 
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when  related  to  visual  acuity,  low  vision  may  be  defined  as  20/70  or 
less  with  the  best  possible  correction.  This  is  the  point  at  which  an 
individual  experiences  trouble  in  reading  a newspaper.  This  20/70 
visual  acuity  definition  is  supported  in  articles  and  interviews  and 
by  both  the  Ophthalmol ogi cal  section,  Manitoba  Medical  Association  and  the 
Manitoba  Optometric  Society.  Additionally,  low  vision  services  may  be 
appropriate  for  individuals  with  visual  acuity  over  20/70,  but  with 
functional  difficulties. 


WHAT  IS  A LOW  VISION  SERVICE? 

The  following  definition  of  low  vision  services  are  presented  by  Phillips: 

a low  vision  service  is  a rehabilitation  service 
the  goals  of  which  are  to  provide  maximum  visual 
efficiency  and  the  maintenance  or  development  of 
the  greatest  degree  of  independence  of  which  the 
individual  is  capable. 

The  goal  of  a low  vision  service  has  been  described  in  terms  of  achieving 
vision  so  that  the  individual  can  read.  (Karsgaard).  Jose  supports  this 
in  his  comment  that  low  vision  service  is  directed  toward  helping  those 
people  who  have  a vision  problem  which  prevents  them  from  performing 
some  task  which  they  desire  to  do. 


In  the  past  few  years  there  has  been  an  upsurge  of  interest  throughout  the 

eye  professions  in  what  amounts  to  a clinical  revival.  Numerous  clinics 

started--the  trend  is  to  move  away  from  the  sole  practitioner  towards  a 

clinic  with  all  services. 

no  longer  is  low  vision  a pair  of  spectacles  and 
magnifier  or  a telescope.  We  now  recognize  a 
complex  person  who  must  wear  these  devices  in 
order  to  approximate  what  he  once  knew  as  normal 
sight  or  to  make  up  for  what  he  never  had  in  his 
life.  We  now  appreciate  the  fact  that  vision,  no 
matter  how  impaired,  gives  ample  clues  for  function, 
and  lenses  can  help  people  use  their  residual 
vision,  not  restore  them  to  normal.  (Faye  & Moode). 


t 
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The  philosophy  of  1 ow  vision  services  reflects  the  experience  that  a low 
vision  service  is  not  just  an  optical  aid,  but  a complex  interaction  of 
varying  services  different  for  each  patient.  It  exists  to  enable  the 
patient  to  make  the  best  possible  use  of  his  residual  vision  in  the  every 
day  performance  of  his  job  and  in  his  every  day  functioning.  (Jose). 

Low  vision  services  are,  therefore,  best  provided  by  an  interaction  of 
various  disciplines — multidisciplinary  for  no  one  person  can  be  a low 
vision  expert.  "The  low  vision  service  is  the  total  efforts  of... anyone 
who  can  make  a contribution  to  the  individuals  ability  to  function  better 
and  more  comfortably  in  his  present  environment.  At  least  the  following 
services  need  to  be  incorporated  in  the  service:"  (Jose) 

1.  evaluation  of  previous  medical  treatments  and  the  need  for 
future  medi cal /surgical  treatments 

2.  evaluation  of  optical  aids/best  residual  vision 

3.  evaluation  of  the  functional  use  of  the  optical  aids 

4.  evaluation  of  the  needs  for  additional  rehabilitation  and  social 
servi ces . 

While  there  is  no  one  ideal  model,  the  consensus  is  that  services  required 
and  methods  of  service  delivery  may  vary,  but  a viable  low  vision  service 
requires  in  addition  to  interested  and  knowledgeable  personnel  a wide  base 
of  referral , training,  loan,  follow-up  and  supportive  services.  (Philips). 

It  is  pointed  out  that  the  rehabilitation  focus  of  the  low  vision  service 
is  paramount,  and  that  usually  the  patient  approaches  the  service  with  more 
than  one  problem.  Thus,  the  low  vision  service  is  more  than  just  the  simple 
provision  of  an  a i d - - i t requires  the  combined  expertise  and  resources  of 
professionals  concerned  with  vision  care  and  rehabilitation. 

THE  LOW  VISION  PATIENT 

Who  is  the  low  vision  patient?  Fay  points  out  that  low  vision  is  probably 
best  exemplified  clinically  by  the  patient  who  requests  help  not  on  the  basis 
of  reduced  acuity  or  field,  but  because  of  poor  performance  as  a direct 
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consequence  of  the  visual  loss.  The  help  needed  may  be  “for  an  optical  aid 
alone,  and  optical  aid  or  aids  with  short  term  counselling  and  training, 
aids  combined  with  a complete  training  program,  or  a training  program  that 
does  not  include  aids  because  they  have  little  or  no  value."  She  identifies 
five  groups  or  categories  of  low  vision  patient  along  a continuum  from 
those  with  minimal  visual  impairment  to  extensive  visual  impairment,  with 
poor  medical  prognosis,  with  additional  psychological  and  psychical 
problems  with  adaptation. 

Mehr  and  Freid  discuss  the  impact  of  partial  sight  on  the  individual,  docu- 
menting several  studies  that  point  to  a greater  incidence  of  adjustment 
difficulties  of  the  partially  sighted  compared  to  the  totally  blind.  The 
studies  note  that  a partially  sighted  person  has  a "built  in  ambiguity 
that  makes  it  difficult  for  him  to  acquire  a realistic  self  concept.  He 
will  usually  cling  tenaciously  to  his  identity  as  a sighted  man  in  limbo." 
(Mehr  & Freid). 

Unable  to  fit  completely  the  role  of  a sighted 
person  or  a totally  blind  person  (and  certainly 
not  fitting  society's  stereotypes  of  the  blind) 
he  feels  misunderstood  and  unsure  of  what  society 
and  others  expect  of  him  or  how  they  will  react  to 
him.  Most  partially  sighted  people  who  acquire 
the  condition  in  later  life  do  not  know  others 
with  a similar  handicap.  Consequently  they  feel 
isolated  and  do  not  realize  their  problems  are 
shared  by  many  other  people. 

These  authors  review  the  implications  of  low  vision  or  partial  sight 
throughout  the  life  cycle  of  the  individual,  tying  its  impact  in  most 
instances  to  communication.  Both  written  and  non  verbal  communication 
suffer  from  the  vision  loss. 

Low  vision  has  important  implications  for  the  individual's  self  image.  Most 
of  our  assumptions  are  based  on  what  we  believe  to  be  true  of  ourselves 
and  our  environment  rather  than  what  is  necessarily  so  and  how  others  see 
us.  The  degree  to  which  this  imagination  differs  from  the  perception  of 
others  and  from  reality  will  be  a major  factor  in  determining  the  appro- 
priateness of  the  decisions  and  actions  taken.  Motivation  is  therefore 


47 


important  in  approaching  tho  low  vision  service,  and  the  service,  indeed 
the  aid^may  have  important  symbolic  meanings  to  the  low  vision  individual. 

The  response  to  a vision  loss  is  sequential --a  demand  for  adjustment. 

Mehr  and  Mehr  presents  a sequence  which  includes  the  stages  of  shock, 
depression,  anxiety,  disbelief,  grief,  denial  and  anger.  Each  of  these 
stages  make  its  own  demands  on  the  individual  and  should  be  considered  in 
the  rehabilitation  plan.  A severe  sudden  loss  may  appear  cataclysmic  and 
throw  the  patient  into  a state  of  shock  whereas  a person  whose  vision 
changes  over  a period  of  time  and  has  to  make  a continual  series  of  adjust- 
ments is  faced  with  an  uncertain  future  and  thus  is  in  a condition  likely 
to  produce  an  enormous  amount  of  insecurity  and  anxiety. 

Keegan  among  other  points  out  that  the  adjustment  to  vision  related 
problems  must  include  an  understanding  of  the  visual  loss  and  extra 
ocular  handicaps,  psychological  reaction  patterns,  social  behaviour  and 
function  and  the  attitudes  of  the  visually  impaired,  their  families  and 
their  communities.  It  is  within  the  first  year  after  onset  of  the  visual 
loss  that  most  of  the  psychological  crisis  is  over — people  therefore  need 
to  be  helped  during  this  crisis  period. 

Statistically  the  low  vision  patient  is  not  really  defined,  but  Bailey 
states:  "that  most  of  the  patients  will  be  in  the  older  age  group,  the 

majority  women,  and  about  70  to  80%  should  benefit  from  optical  aids." 

Mehr  and  Freid  document  several  studies  which  report  surprisingly  similar 
figures:  "It  is  the  rule  rather  than  an  exception  that  partial  vision, 

especially  at  near  distance,  can  be  improved  with  optical  aids."  (Ellerbrick 
1960).  Success  figures  range  from  percentages  in  the  high  sixties  up  to  the 
mid  seventies.  In  most  instances  the  aids  provided  are  spectacles  and  hand 
held  magnifiers. 
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WORKING  WITH  THE  LOW  VISION  PATIENT 

Both  Ophthalmol  gists  and  Optometrists  have  written  on  the  subject  of  working 
with  the  low  vision  patient,  and  present  what  amounts  to  a caution: 

--Mehr  and  Mehr  regarding  the  Optometrist  working  with  partially 
sighted  persons  note: 

"All  too  often  in  the  past  the  set  in  dealing  with  partially 
sighted  people  have  been  characterized  by  the  following 
atti tudes : 

1.  nothing  more  can  be  done--yet  studies  have  demonstrated 
that  even  of  legally  blind  optometric  patients  70%  can 
be  successfully  aided. 

2.  the  patient  rejects  the  aid  anyway 

3.  fitting  telescopic  spectacles  is  both  difficult  and  expensive. 

While  this  is  likely  true,  the  authors  point  out  that  it  is  unfortunate  that 
the  field  of  low  vision  care  should  be  synonomous  with  one  of  its  smaller 
areas . 

--Ephraim  Friedman  writing  in  the  OSTI  Report  on  the  connection  of  the 
Ophthalmologist  with  the  rehabilitation  system  points  out: 

"Although  I am  confident  that  most  Ophthalmologists  would 
agree  whole  heartedly  with  the  premise  that  they  can  play  a 
crucial  role  in  the  rehabilitation  of  the  blind,  the  fact 
is  that  with  few  exceptions  the  Ophthalmologist  is  conspicuous 
by  his  absence  from  most  activities  involving  the  rehabilitation 
system  and  frequently  manages  his  blind  patient  in  a manner 
which  interferes  with  his  rehabilitation.  There  are  few 
medical  specialties  which  are  characterized  by  such  a high 
rate  of  therapeutic  success  (as  Ophthalmology)  and  it  is 
not  surprising  that  failure  in  terms  of  blindness  is  associated 
with  a sense  of  personnel  or  collective  guilt  on  the  part 
of  the  Ophthalmologist  and  his  collegues.  However,  more 
important  is  the  need  for  significant  progress  towards 
relating  to  the  poor  communication  between  rehabilitation  and 
the  Ophthalmologist." 
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For  any  group  or  profession  dealing  with  the  low  vision  or  blind  indivi 
there  is  one  truth  that  repeatedly  appears  in  the  literature;  there  is 
one  partially  sighted  individual;  no  sterotype.  Homogenity  of  the  low 
vision  population  cannot  be  considered  any  more  than  with  the  legally 
blind  group.  Rather  they  are  individuals  with  different 

social  characteristics  and  must  be  treated  and  respected  as  such. 


dual 

no 


Learning  to  live  with  a vision  loss  is 
especially  if  one  is  70  years  of  age. 
are  all  needed  to  gain  independence. 


not  something  one  just  picks  up 
Care,  counselling  and  training 


LOW  VISION  AND  LEGAL  BLINDNESS 

Colenbrander  writing  in  Clinical  Low  Vision  identifies  a continuum  or 
spectrum  of  visual  capability  with  those  at  one  end  having  normal  or 
near  normal  vision  and  those  at  the  other--the  totally  blind--having 
very  limited  or  no  vision.  In  between  is  another  group  of  people  with 
distinct  problems  of  their  own:  these  people  have  been  characterized 

as  having  low  vision.  "The  word  low  indicates  that  their  corrected  vision 
is  lower  than  normal:  this  differentiates  them  from  normally  sighted 

individuals.  The  word  vision  indicates  that  they  do  have  vision:  this 

differentiates  them  from  the  blind." 


Recognition  of  "low  vision"  as  an  entity  distinctly  different  from  blindness 
is  evidenced  by  the  World  Health  Organization  Internal  Classification  of 
Diseases  published  in  1977  with  codes  for  both  blindness  and  low  vision. 

The  new  classification  broadly  defines  blindness  as  having  no  vision  or 
no  significant  useable  vision  whereas  low  vision  is  defined  as  having 
significant  visual  handicap  but  also  having  significant  useable  residual 
vision. 


The  legal  definition  of  blindness  is  under  increasing  attack--from  both  those 

who  wish  to  expand  the  definition,  and  those  who  wish  to  further  limit  it. 

The  current  legal  definition  of  blindness  is: 

a person  shall  be  considered  legally  blind  whose  central 
acuity  does  not  exceed  20/200  in  the  better  eye  with  correc- 
tive lenses  or  whose  visual  acuity  is  greater  than  20/200 
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hut  is  accompanied  by  a limitation  in  the  field  of 
vision  such  that  the  widest  diameter  of  the  visual  field 
subtends  an  angle  of  no  greater  than  20  degrees. 

Blindness  by  this  definition  does  not  necessarily  mean  the  inability  to  see 
and  there  is  indeed  a wide  range  of  useable  vision  within  the  classification 
of  legally  blind.  Indeed,  of  the  1,601  persons  registered  with  C.N.I.B. 
Manitoba  in  1974,  only  213  (13,3%)  did  not  have  useable  sight  (see  hand 
movement).  The  remainder  had  residual  vision  to  some  extent.  Yet  blind 
is  often^ indeed  usually,  interpreted  by  the  public  as  meaning  total  absence 
of  light. 

The  legal  definition  of  blindness  developed  in  the  1920's  following 
discussions  between  the  C.N.I.B.  and  Canadian  Ophthalmologists  and  was 
based  on  world  circumstances  at  that  time.  (C.O.S.  Brief  to  Vision  Canada). 
It  serves  to  determine  eligibility  for  blindness  related  services--! n 
effect  restricting  the  population  to  be  served. 

In  its  brief  to  Vision  Canada,  the  Canadian  Ophthalmol ogical  Society  stated 
"there  is  no  doubt  that  the  legally  blind  person  has  profound  visual 
impairment.  However,  we  feel  that  the  present  definition  of  legal 
blindness  warrants  review  in  contemporary  circumstances  to  take  into 
account  those  patients  with  significant  visual  impairment,  who  do  not 
meet  the  criteria  for  legal  blindness."  The  brief  points  out  that  since 
the  adoption  of  the  criteria  for  legal  blindness,  technology  has  produced 
profound  changes  (such  as  the  automobile,  television,  automated  appliances) 
which  all  require  vision  standards  above  those  for  legal  blindness  for 
safe  and  efficient  operation. 

The  OSTI  Report  points  out  that  the  purpose  of  the  blindness  system  is 
equally  effected  by  the  definition  used.  Adherence  to  legal  blindness  as 
the  criteria  for  eligibility  indicates  that  the  system  wishes  to  concern 
itself  mainly  with  persons  who  are  severely  visually  impaired.  Use  of 
a functional  definition  implies  that  the  purpose  of  the  system  is  to  deal 
with  all  forms  of  visual  or  functional  impairment. 
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Fay  comments  that  most  blind  people  have  some  sight  and  partial  sight 
cannot  be  related  to  or  treated  as  blindness  because  a visually  oriented 
person  constantly  has  and  uses  visual  clues  and  visual  memory.  She  notes 
that  the  trend  to  services  based  on  sight  rather  than  lack  of  sight  is 
a response  to  the  fact  that  people  with  vision  far  outnumber  those  who 
have  no  useable  vision. 


The  C.N.I.B.  Law  Reform  Study,  1977  addresses  itself  to  a review  and 

discussion  of  the  legal  definition,  and  documents  considerations  to 

retain  the  definition,  to  expand  it  as  well  as  to  replace  the  terminology. 

This  issue  is  of  course  beyond  the  scope  of  this  feasibility  report.  However, 

the  reform  study  notes  that 

it  seems  that  the  blindness  definition  used  for 
registration  at  the  C.N.I.B.  is  not  described 
in  the  bylaws  of  that  organization.  Consequently, 
the  adoption  of  a new  definition  for  the  purpose 
of  C.N.I.B.  registration  could  be  affected  with- 
out the  need  arising  for  any  amendment  of  those 
bylaws.  It  seems  that  all  that  is  necessary  is 
a change  of  C.N.I.B.  policy. 


Keegan  notes  that: 

it  would  appear. . .that  because  of  the  legal 
definition  of  blindness  and  sterotyped  concents 
of  it,  that  supportive  services  are  poorly 
distributed  and  a number  of  visually  impaired 
people  don't  get  the  psychological  and  social 
help  in  adjustment  they  need. 

He  supports  Schon  in  that  only  20%  of  all  visually  handicapped  people  receive 
help.  It  is  further  estimated  by  Jose  that  less  than  1%  of  eye  care 
facilities  provide  their  patients  with  a program  of  vision  enhancement 
through  the  use  of  specialized  optical  and  non  optical  aids  and  services. 


The  literature  noted  that  more  and  more  agencies  are  changing  the  emphasis 
of  their  program  to  reflect  the  needs  of  the  partially  sighted  clients 
instead  of  the  totally  blind. 

Summary 

In  review,  it  is  apparent  that: 

there  is  a body  of  knowledge  on  low  vision  services 
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that  low  vision  services  are  interdisciplinary  in  nature 
that  low  vision  services  can  and  do  prove  of  benefit  to  the  majority 
of  clients  seen 

that  low  vision  services  are  rehabilitive  in  focus,  and  broader  than 
simply  a low  vision  clinic--they  serve  to  support  the  increased 
independence  of  the  individual 

that  a definition  of  the  low  vision  patient  by  visual  acuity  is 
possible--20/70  corrected--but  that  the  intent  of  the  visual 
acuity  definition  is  not  to  limit  eligibility  but  rather  for 
conveni ence 

that  vision  is  a very  personal  factor,  and  individuals  with  the  same 
acuity  may  use  their  vision  to  achieve  greatly  different 
performance  levels,  and  it  is  performance  levels,  or  functioning, 
that  governs  applicability  of  a low  vision  service 
that  low  vision  creates  demands  and  strains  for  the  individual,  and 
resources  should  be  available  early  in  the  crisis  of  vision  loss 
that  partial  sight  makes  it  difficult  for  the  individual  to  acquire  a 
realistic  self  concept 

that  low  vision  is  different  from  legal  blindness,  but  that  some 
people  certified  legally  blind  do  have  residual  vision 
that  the  legal  definition  is  subject  to  much  discussion  and  that 
the  definition  of  blindness  has  implications  for  the  purpose 
of  the  system. 
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SECTION  5 

A REVIEW  OF  SPECIFIC  LOW  VISION  SERVICES 

This  section  presents  a review  of  selected  models  of  low  vision  services 
and  some  of  the  service  mixes  that  are  offered. 

A 1972-73  survey  conducted  by  the  National  Society  for  the  Prevention  of 
Blindness  found  a total  of  114  low  vision  aid  facilities.  The  following 
specifics  were  noted: 

1.  the  majority  were  on  the  eastern  seaboard,  east  north-central 
region  and  the  pacific  coast,  all  in  larger  cities. 

2.  54%  were  in  medical  centres,  18%  in  agencies  serving  the  blind, 
and  11%  in  colleges  of  Optometry. 

3.  Refractive  services  were  provided  in  103  of  114. 

4.  Residents  in  Ophthalmology  participated  in  the  provision  of 
services  in  52  clinics;  senior  students  in  Optometry  in  13. 

5.  The  number  of  patients  seen  varied  from  one  per  month  to 

45  per  week.  This  did  not  include  low  vision  care  being  provided 
by  individual  practitioners. 

6.  about  one  half  provided  services  less  than  one  day  per  week. 
Current  estimates  place  the  number  of  low  vision  facilities  in  the  United 
States  at  upwards  of  200. 

It  is  pointed  out  that  a low  vision  service  is  meant  to 

provide  maximum  resources  to  the  patient,  including  both  clinical  and 
rehabi 1 tation  services.  Most  patients  derive  some  benefit  from  attending 
a clinic.  If  not  from  the  actual  aid. then  from  the  advice  and  suggestions 
received  about  the  best  use  of  residual  vision.  Most  patients  need  re- 
assurance that  they  can  use  their  vision.  Total  management  of  the  resources 
is  mandatory  and  is  a complex  interaction  of  skilled  history  taking, 
expert  medical  attention,  proper  instructions,  sensitive  social  work  and 
appropriate  referral. 
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Possible  Auspices  for  low  Vision  Services 

The  literature  points  out  that  low  vision  services  are  very  flexible  and 
may  be  found  in  many  different  settings,  primarily: 

1.  an  acedemic  or  medical  school  setting 

2.  a General  Hospital 

3.  an  agency  for  the  blind  and  visually  limited 

4.  an  individual  practi tioner. 

The  pros  and  cons  of  these  settings  were  described  by  Hood  and  Fay.  It 
was  their  contention  that  a service  within  an  academic  or  medical  school 
setting  is  contra-indicated,  as  the  primary  goal  of  an  acedemic  setting  is 
teaching  with  patient  services  secondary  coupled  with  possible  problems 
in  access  to  rehabilitation  services.  A general  hospital  setting  was  also 
viewed  as  contra-indicated  as  the  general  hospital  is  primarily  involved 
with  volume,  diagnosis  and  treatment,  which  results  in  low  priority  to 
the  limited  volume  specific  service.  Although  the  private  practitioner 
is  in  a position  to  refer  to  a specialized  low  vision  service  he/she  was 
perceived  as  limited  in  the  amount  of  time,  equipment  and  resources 
required  for  low  vision.  The  agency  devoted  to  the  blind  or  visually 
handicapped  was  presented  as  the  logical  location  for  a low  vision  service 
for  in  this  kind  of  location  the  service  can  assume  part  of  the  agency's 
obligation  to  provide  the  type  of  rehabilitation  services  needed  by  people 
who  are  not  blind  yet  not  fully  sighted. 

In  reviewing  an  agency  based  service  the  authors  identified  both  positives 
and  negatives  in  such  a location,  as  follows. 

Positives  of  an  Agency  based  service: 

(a)  patient  rehabilitation  is  the  primary  goal, 

(b)  multiple  services  are  available  in  all  areas  of  rehabilitation 
and  counselling, 

(c)  there  is  a high  priority  on  the  hierarchy  of  services 
because  of  the  rehabilitation  connotations, 

(d)  continuity  of  service  to  the  patient  by  one  set  of  examiners 
is  enabled, 
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(e)  less  financial  restrictions; 

(f)  access  to  sympathetic  addmission; 

(g)  staff  politics  are  at  a minimum; 

(h)  favourable  climate  for  access  to  consultants; 

(i)  can  provide  a neutral  ground  for  referrals  because  the 
basic  medical  treatment  remains  with  the  referring  doctor. 

Conversely,  the  negatives  of  an  Agency  based  service  were  identified  as 
follows: 

(a)  public  image  is  that  the  agency  takes  care  of  blind  people 
only  which  may  delay  referral ; 

(b)  the  psychological  impact  on  a patient  being  referred  with 
the  fear  of  the  implications  of  impending  blindness; 

(c)  cost  to  the  patients  may  be  higher  because  of  lack  of 

insurance  coverage  for  services  (comment:  an  american  phenonemon) 

(d)  agencies  must  be  careful  to  keep  the  patient  in  contact 
with  the  medical  care  given; 

(e)  agencies  may  tend  to  have  a paternalistic  or  traditional 
program  with  an  hierarchy  of  services  in  a package; 

(f)  innovative  material  may  tend  to  be  looked  upon  with  suspicion 
or  as  a threat  to  the  system. 

Jose,  Cummings  and  MacAdams  support  the  contention  that  no  one  person  or 
professional  group  can  or  should  provide  the  optimum  low  vision  program. 

As  most  agencies  for  the  blind  already  have  a broad  spectrum  inter- 
professional services;  are  accessible;  have  a rehabi 1 iation  focus; 
they  are  in  an  advantageous  position  to  provide  a low  vision  service. 

In  Summary: 

-the  greater  the  agency  committment  to  service  for  partially  sighted, 
the  stronger  the  clinic  will  be 

-the  principle  advantage  of  an  agency  clinic  is  easier  access  to 
services  above  and  beyond  the  low  vision  aid 
-a  low  vision  clinic  can  be  more  effective  if  the  multiple  needs  of 
the  patients  can  be  met  with  multiple  services 
-low  vision  services  in  hospital,  institution  and  private  settings 

tend  to  be  isolated  and  may  fail  because  they  do  no  more  than  perscribe 
aids . 
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Model  for  Low  Vision  Service  Located  in  an  Agency 


1 


While  there  is  no  one  ideal  clinic  or  service,  Jose,  Cummings  and  MacAdams 
have  presented  a theoretical  model  for  a low  vision  service  located  in 
an  agency.  The  philosophy  expressed  is  that  a low  vision  service  should 
be  an  asset  to  existing  rehabilitation  programs  and  should  maximize  the 
clients  ability  to  function  visually  within  the  vocational  or  other 
rehabilitation  services  of  the  agency.  They  have  identified  the  following 
elements  for  the  model: 

Ophthalmological  consultant  - must  be  assured  that  all  medical, 
surgical  and  treatment  potentials  have  been  evaluated  prior  to 
embarking  on  a low  vision  experience.  This  Ophthalmologist 
might  work  out  of  his  private  office  or  hospital  facilities. 
Comprehensive  case  history  which  in  their  opinion  is  the  focus 
point  of  all  low  vision  examinations.  At  this  time  the  patients 
needs,  desires,  motivations,  feelings  and  attitudes  toward  the 
visual  handicapped  should  be  explored. 

Low  vision  exam.  At  the  end  of  this  first  visit  the  clinician 
(Ophthalmologist  or  Optometrist)  should  decide  on  a tentative 
prescription  relative  to  the  patient's  vocational  or  avocational 
need.  This  exam  should  be  at  facilities  located  within  the 
agency  and  should  include  the  loaning  of  an  aid  to  the  patient. 
They  estimate  the  first  visit  takes  some  two  hours. 

Following  the  low  vision  exam  the  patient  meets  with  the  low 
vision  technician  who  is  also  responsible  for  continuity  of 
services  when  a doctor  is  not  on  the  premises.  The  low  vision 
technician  is  a full  time  employee  who  can  oversee  the  program, 
provide  co-ordination  and  train  the  patient  with  the  aid. 
Additionally  agency  specialists  will  be  available  and  a resource 
to  the  low  vision  service  as  follows: 

(a)  social  worker  being  familiar  with  the  goals  of  the  low 

vision  exam  will  help  in  interviewing  the  patient  and  will 
aid  in  developing  a realistic  expectation  within  the  patient 
of  the  low  vision  examination,  patient  motivations  and  the 
delivery  of  all  appropriate  services  to  the  patient. 
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(b)  Mobility  instructor  will  work  with  tho  patient  on  the  use 
of  low  vision  aids  and  mobility  training. 

(c)  Communication  specialist.  The  example  cited  here  was  the 
situation  of  someone  not  knowing  how  to  read  getting 
devices  to  enable  them  to  read. 

(d)  Consulting  psychologist  or  psychiatrist  as  well  as  a 
consulting  physician.  The  consulting  physicians  input  is 
in  terms  of  the  health  aspect  of  the  visual  problem  whereas 
the  psychologist  or  psychiatrist  is  available  to  consult 
on  the  emotional  problems  stemming  from  blindness. 

(e)  Others  as  appropriate  and  necessary  such  as  nurses, 
vocational  rehabilitation,  recreation  workers , instructors 
in  the  activities  of  daily  living. 

Overall  responsibility  is  assigned  a program  director,  the  person  who 
has  to  oversee  the  program;  provide  supervision  and  direction;  see 
that  the  service  works;  ensure  that  proper  communication  channels  are 
operational,  that  people  are  doing  their  job,  that  changes  are  allowed 
to  occur  smoothly  within  the  program. 

Within  this  model,  low  vision  services  are  seen  "simply  as  a matter  of  a 
group  of  professionals  working  together  in  an  effort  to  train  a patient 
to  utilize  his  residual  vision  to  its  maximum". 

SPECIFIC  MODELS 

This  is  a brief  review  of  specific  models  of  low  vision  services  as  a 
basis  for  model  consideration  should  feasibility  exist  for  a Low  Vision 
Service  in  Manitoba. 

Li ahthouse 

— ~ 

In  operation  since  1953,  the  Lighthouse  low  vision  service  began  with  the 
limited  goal  of  prescribing  and  dispensing  aids.  Some  teaching  in  the 
use  of  aids  was  provided  but,  in  1963,  data  pointed  to  a high  failure 
rate  in  use  of  the  aid  correlating  with  haphazard  training  and  follow-up 
examinations.  As  a result,  a comprehensive  follow-up  was  added  to  the 
program. 
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Lighthouse  is  located  within  the  New  York  Association  for  the  Blind  and  is 
responsible  to  the  general  administration  of  the  agency.  It  functions  as 
a referral  source  for  information  and  patient  rehabilitation  from  within  the 
agency,  from  community  agencies  and  from  the  medical  profession.  The  stated 
goals  are  to  see  each  patient  as  an  individual  and  evaluate  his  visual 
function,  to  give  appropriate  aids  whether  optical  or  non  optical  with 
indepth  instruction  and  follow-up,  to  refer  for  other  services  including 
more  extensive  medical  services,  case  work,  orientation  and  mobility:  to 

train  ophthalmological  residents  and  optometric  students:  to  consult: 

to  undertake  research. 

There  are  two  examination  rooms  and  two  follow-up  rooms.  The  staff  includes 
a medical  director  (ophthalmologist-clinician),  an  administrator  of  the 
service  and  a secretary.  There  are  six  ophthalmologists  who  each  examine 
patients  in  a half  day  clinic  and  instruct  it  ophthalmology.  All  new 
patients  are  seen  for  confirmation  of  diagnosis  an1'  on  evidence  of  active 
pathology  are  referred  back  to  the  attending  ophthalmologist.  The  optometric 
staff  sees  patients  two  half  days  per  week  and  instructs  in  optometry. 

There  are  five  low  vision  assistants  (nurses)  who  do  follow-up,  training 
and  run  the  aid  loan  program.  The  optical  aids  service  is  separate  from 
the  low  vision  clinic  for  it  functions  as  a resource  for  clinics  all  over 
the  world.  Special  services  available  to  the  clinic  on  a consulting  basis 
include  internists,  pediatricians,  psychologists,  psychiatrists,  audi- 
ologists, social  workers,  orientation  and  mobility  instructors,  rehabil- 
itation services,  library  services  and  recreation  services.  Listed  in 
descending  frequency,  the  aids  prescribed  are  spectacles,  hand  magnifiers  and 
telescopes . 

Procedure  at  Lighthouse: 

1.  Examination  by  a doctor  - 40  minutes  approximately. 

2.  The  assistant  takes  the  patient  to  a follow-up  room  and  in- 
troduces the  aid  and  discusses  the  patients  doubts.  It  is 
important  that  the  assistant  not  spend  too  much  time  with  the 
patient  in  order  to  avoid  boredom  and  to  avoid  getting  into 

a counselling  relationship  more  appropriate  to  the  social  worker. 


3.  The  aid  is  lent  to  the  patient-an  added  incentive  to  the  patient. 
The  Loan  Bank  increased  the  success  rate  from  6CK  to  80%. 

Loaning  an  aid  on  a trial  and  error  basis  is  never  a substitute 
for  a low  vision  exam.  Most  patients  receive  their  final 
prescription  on  the  first  follow-up  visit. 

4.  Within  the  follow-up  period  of  2 weeks  there  are  usually  two 
visits,  and  the  average  patient  will  accept  or  reject  what 
is  offered  (the  aid)  by  that  point  in  time. 

5.  It  is  during  the  follow-up  and  loan  period  that  other  services 
are  requested.  Timing  is  important,  for  a barrage  of  services 
too  early  may  be  of  no  help  to  the  client. 

Model  2 - Boston  University  Centre 

The  Vision  Rehabilitation  Clinic  was  formed  in  1968,  and  by  1973  had  a 
patient  volume  of  500  new  patients.  It  expanded  from  J§  per  week  to 
5 clinic  days  per  week.  The  basic  team  consists  oi  the  patient f social 
worker,  optometrist,  ophthalmologist,  public  and  private  agencies, 
psychiatrist  and  special  education  teacher.  In  the  clinic  tne  same 
optometrist  or  ophthalmologist  and  the  same  social  v/orker  see  the 
patient  on  each  visit;  this  is  important  in  order  to  establish  the 
trust  and  rapore  necessary  to  effectively  work  with  the  patient. 

The  overall  goal  of  the  service  is  to  make  the  patient  as  independent  as 
he  desires.  Specifically:  to  enable  the  patient  to  obtain  maximum  use 

of  his  visual  capacities  so  that  his  life  may  continue  as  normally  and 
productively  as  possible;  to  provide  special  training  in  vision  re- 
habilitation to  residents  in  ophthalmology  and  students  in  optometry; 
to  conduct  an  education  program  to  increase  understanding  amongst  eye 
care  professionals  and  the  public,  to  engage  in  research  and  development, 
of  new  devices. 

Staff  includes  an  ophthalmologist  (medical  director),  3 optometrists,  one 
full  time  and  two  part  time  social  workers  (one  is  administrative  director 
of  the  clinic)  and  an  administrative  assistant.  The  roles  of  each  are 
describes  as  follows: 
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Role  of  ophthalmologist  (essentially  similar  to  that  of  optometrist)-- 
all  patients  must  have  recent  (within  6 months)  ophthalmological 
report--the  clinic  functions  as  port  of  a team  with  the  referring 
physician  and  reports  back  regarding  clinic  activity  on  behalf  of 
the  patient. 

Role  of  the  social  worker--to  help  each  patient  understand  the  visual 

problem  as  it  relates  to  his  needs  and  life  style.  In  terms  of  this, 
the  worker  interprets  clinic  procedures,  explores  the  meaning  and 
impact  of  the  vision  loss  on  the  patient  and  pulls  together  the 
necessary  services  for  the  clinic,  community  agencies,  family, 
patient,  and  other  medical  care  givers.  Follow-up  care  is  also 
monitored  by  the  social  worker  and  patients  are  instructed  to  return 
yearly  or  whenever  additional  problems  occur. 

Role  of  the  optometr ist--examine  patients,  train  patients  in  use  of  low 
vision  devices  and  also  design  devices  in  special  cases. 

i 

Adequate  counselling  is  considered  essential.  In  order  for  the  patient  to 
become  an  active  participating  member  of  the  rehabilitation  team  he  must 
be  informed.  Both  referral  to  appropriate  agencies  and  follow-up  is 
mandatory.  The  patient  should  not  discuss  other  goals  and  problems  that 
he  previously  may  have  considered  unsol vable  until  he  experiences  some 
success  (e.g.  with  the  aid).  The  Clinic  offers  both  a loan  system,  and 
as  a spin  off,  a trade  in  system. 

Model  3 - Virginia  Commission  for  the  Visual 1y  Handicapped 

Initiated  in  1957,  the  low  vision  service  has  been  an  evolutionary 
process  from  the  initial  one  evening  a week  low  vision  clinic  with  staff 
members  serving  as  liaison  to  the  ophthalmological  residents  who  staffed 
it.  Then  came  more  intensive  efforts  at  obtaining  information  in  advance 
of  the  low  vision  exam,  greater  efforts  as  follows:  involvement  of  other 

agency  staff;  decentralization  of  the  program  to  three  locations.  In 
addition  to  the  ophthalmological  services,  there  is  a full  time  low  vision 
co-ordinator,  appropriate  clerical  staff,  screening  kits  for  the  regular 
staff,  follow-up  activity;  all  undertaken  in  a team  approach.  Dreams 
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for  the  future  include  additional  field  staff  for  more  intensive  screening 
and  preparation  of  the  patient  for  the  low  vision  exam;  more  follow-up; 
public  education;  closer  linkage  and  co-ordination  with  other  services 
delivered  both  by  the  agency  and  the  community. 

Procedure  is  as  follows: 

1.  thorough  ophthalmologic  exam. 

2.  appropriate  screening  of  candidates  for  the  low  vision  exam. 

3.  low  vision  exam. 

4.  appropriate  counselling  of  the  patient,  family  members,  school 
personnel , employers  and  others  with  whom  the  patient  comes  in 
regular  contact. 

5.  involvement  of  all  appropriate  special  service  staff 

6.  thorough  follow-up. 

Model  4 - University  of  Alabama  School  of  Optometry 

A low  vision  clinic  is  available  to  the  public  two  days  a week  on  referral . 
Fourth  year  optometry  interns  and  student  optometric  technicians  work  with 
patients  under  the  supervision  of  a faculty  instructor,  a staff  optometric 
(low  vision)  technician  arid  a staff  social  worker.  It  is  a teaching 
institution  with  the  only  fee  being  a moderate  registration  for  administra- 
tive costs.  Optical  aids  are  provided  at  cost  plus  a modest  prescription 
service  fee. 

The  system  requires  that  the  patient  spend  approximately  two  hours  at 
each  of  the  first  two  visits.  At  the  end  of  this  four  to  five  hour 
evaluation  it  is  intended  that  a permanent  aid  be  prescribed  and  a 
training  program  initiated.  The  involvement  of  the  family,  teachers  and 
counsellors  in  the  examination  is  encouraged. 

The  examination  procedure  which  is  used  in  this  service  model  is  as  follows 
1.  Appointment-the  patient  is  identified  as  a low  vision  patient 
and  objective  data  is  obtained. 
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2.  Initial  introduction-as  the  patient  arrives  for  the  appointment 
a brief  introduction  to  the  services  is  provided.  The  examin- 
ation procedure  is  explained  and  an  orientation  to  optical  aids 
provided.  Realistic  expectation  about  the  impending  examination 
and  the  procedures  that  follow  are  developed.  This  can  be 
handled  by  the  doctor  in  conjunction  with  a low  vision  technician, 
nurse  or  other  experienced  staff. 

3.  Case  history  is  taken  in  order  to  obtain  subjective  diagnostic 
data  to  familiarize  the  examiner  with  the  patients  needs. 

(Handled  by  the  doctor,  technician,  social  worker  or  nurse). 

4.  Diagnostic  evaluation-diagnostic  data  are  collected  by  both  the 
technician  and  the  examiner. 

5.  Neutralization  of  present  prescription. 

6.  Tentative  prescription-the  doctor  undertakes  a series  of  tests. 

A tentative  treatment  is  determined  and  discussed  with  the  patient. 
The  tentative  aid  is  loaned  to  the  patient  for  training. 

7.  Demonstration  of  optical  and  non  optical  aids-the  technician 
explains  to  the  patient  the  proposed  treatment  program  and  trains 
the  patient  in  the  use  of  the  aid. 

8.  Dispensing-at  the  end  of  the  first  visit  either  the  loan  aid 
is  dispensed  or  measurement  and  frame  selection  are  taken  for 
permanent  optical  aid. 

9.  Post  history-after  the  completion  of  the  first  exam  the  patient 
is  referred  for  an  interview  with  the  social  worker  trained  in 
the  area  of  low  vision  care.  This  history  should  be  specifically 
geared  to  the  low  vision  service  and  include  data  on  patient 
expectation,  motivations,  family  situations,  family  history 

and  a general  description  of  the  patients  attitudes  towards 
his  vision  loss.  The  proposed  treatment  program  should  at  this 
point  be  related  to  the  patients  expectation. 

10.  If  the  social  worker  senses  any  problems  related  to  the  aid  the 
technician  reviews  the  home  training  program  with  the  patient. 

11.  Progress  history  is  taken  at  the  time  of  the  second  appointment. 
Information  is  taken  to  determine  the  patients  success  in  using 
the  aid  at  home. 
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12.  Second  visit-at  this  point  in  time  the  examiner  now  has  the 
diagnostic  data  as  well  as  the  comprehensive  history  from  the 
first  visit  and  the  patients  use  of  the  aid  during  training. 

The  second  visit  is  scheduled  to  evaluate  the  patients  progress 
and  problems  with  the  loan  device.  The  second  examination  has 
as  its  primary  objective  a co-ordination  of  all  data  collected 
into  a final  prescription.  Depending  on  the  profficiency  of  the 
patient  in  using  his  aids  a number  of  training  sessions  may  have 
to  be  scheduled. 

13.  The  examination  summary  and  reports-summaries  of  findings  in  a 
comprehensive  report  are  essential  for  the  referral . 

14.  Follow-up  care-the  revisit  appointment  is  scheduled,  according  to 
needs  of  the  individual  case.  Patients  with  stable  eye  conditions 
need  to  be  seen  according  to  need  perhaps  in  two  years  or  more. 
Patients  with  an  unpredictabl  prognosis  may  be  told  to  report 

at  stated  intervals  of  three  to  six  months  until  vision  changes. 

This  entire  sequence  is  considered  a very  comprehensive  low  vision  exam. 

Model 5 --  Low  Vision  C 1 ini  c , Schoo  1 of  Optometry,  University  of  Waterloo 

A public  low  vision  clinic,  staffed  by  Optometrists  and  students,  it  offers 
the  following  elements:  the  low  vision  exam,  training  in  the  use  of  the 

perscribed  aid,  and  follow-up.  The  Clinic  has  a loan  bank  of  aids.  The 
patient  on  referral  is  expected  to  hove  had  a recent  examination  by  an 
Ophthalmologist  or  physician  in  order  to  determine  that  the  problem  is 
indeed  one  of  low  vision.  Referral  is  from  all  segments  of  the  community, 
but  the  clinic  itself  is  not  widely  advertised.  In  addition,  the  School 
operates  mobile  clinics--one  of  which  is  specifically  a low  vision  mobile 
unit.  It  services  remote  areas  and  institutions,  example,  nursing  homes. 
Demand  for  the  clinic  currently  exceed  clinic  capacity.  In  the  planning 
stages  now  are  strategies  to  bring  a multidisciplinary  input  to  the  clinic, 
by  way  of  liaison  with  other  Universities  and  Schools.  The  Clinic  also 
has  developed  training  methodologies  in  the  understanding  of  low  vision 
problems . 
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Selected  Elements  from  other  Models 

Several  elements  were  noted  in  other  models,  and  rather  than  repeat  the 
totality  already  presented,  the  specific  elements  of  interest  are  ex- 
trapolated as  follows: 

1.  Rochester,  New  York  - found  that  it  is  very  important  to  let  all 
groups  in  the  community  know  that  low  vision  services  are 
available  and  advise  on  referral  methods  for  suitable  patients. 

This  service  initially  opened  in  the  eye  department  of  a hospital 
(1967)  but  moved  first  to  the  office  of  a private  practitioner 
under  the  auspices  of  the  local  association  (1969);  another  move 
in  1973  to  space  in  the  local  association  for  the  Blind.  Again, 
staff  includes  a full  time  social  worker  and  a co-ordinator,  with 
local  ophthalmologists  taking  the  clinics.  Clients  are  screened 
prior  to  the  examination,  with  appropriate  follow-up  and  a loan 
bank  of  aides. 

2.  New  Hampshire  - an  itinerant  program,  with  screening  frequently 
done  in  the  low  vision  education  consultants  mobile  unit.  As 
appropriate  there  is  referral  to  a clinic  for  low  vision  services. 
Training  and  follow-up  were  again  stressed  as  important  elements. 

3.  Self  Help  Group  - a self  help  group  "Vision"  grew  out  of  individual 
response  to  the  problem  of  going  blind,  but  not  being  elegible 

for  help  from  agencies  serving  the  blind.  The  group  now  holds 
a monthly  discussion  in  members  homes  in  groups  of  6 to  10  with 
a "buddy"  system  in  operation  between  meetings.  Consultation 
is  available  from  professionals , but  experiential ly  it  was 
determined  that  it  was  best  for  the  visually  handicapped  to 
run  the  self  help  groups  themselves. 

4.  Orientation  and  Discussions  Groups  - involving  a multidisciplinary 
group  of  leaders,  for  both  the  visually  handicapped  and  a family 
member  or  friend.  Purpose  was  the  sharing  of  experiences,  of 
providing  help  for  the  partially  sighted  and  learning  first  hand 
the  problems  of  being  partially  sighted.  Focus  was  the  here  and 
now,  and  the  discussion  was  directed  to  problems  the  individual 

is  currently  experiencing.  This  group  again  underlined  the 
differences  between  the  partially  sighted  and  the  blind  and 
appears  to  have  been  an  effective  intervention  technique. 
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SUMMARY 


In  review  these  models  suggest: 

--a  multidisciplinary  and/or  inter  professional  treatment  group, 
operating  as  a team 

--a  system  that  provides  for  a prior  ophthalmological  exam,  some 
screening  as  a preparation  for  the  low  vision  examination, 
a low  vision  examination,  follow-up  and  training  in  the  use  of 
the  aid,  the  provision  of  appropriate  rehabilitative  and  other 
support  services  as  necessary 

--the  necessity  of  tying  the  exam  to  follow-up  and  other  supportive 
services,  including  a loan  bank  of  aids 
--the  appropriateness  of  locating  a service  under  the  auspices 
of  the  local  agency  specializing  in  service  to  the  Blind 
--the  increase  in  low  vision  service 
--the  rehabi  1 i tati on  focus  of  the  low  vision  service 
--appropriateness,  indeed  necessity, of  involving  people  significant  to 
the  client  in  the  process  of  the  low  vision  service 
--the  short  term  intensive  nature  of  the  service 
--the  importance  of  informing  both  the  public  and  the  professional 
community  about  the  low  vision  service 
--the  possibility  of  increasing  access  through  a screening  mobile 
unit,  with  referral  as  required  to  a low  vision  service 
--the  scope  for  differential  intervention  methodologies,  including 
individual  contact,  group  contact  and  self  help  Projects. 
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SECTION  6 
STATISTICAL  DATA 

This  section  focuses  on  numbers — prevelance,  incidence,  need  and  demand 
for  low  vision  services.  The  data  wa  developed  from  several  sources: 

1.  literature  and  published  reports 

2.  telephone  survey  to  a random  sample  of  households  in  Manitoba 

3.  questionnaire  to  Nursing  Homes  in  Manitoba 

4.  survey  form  to  all  Ophthalmologists  and  Optometrists  practicing 
in  Manitoba 

5.  reports  on  services  from  the  Manitoba  Health  Services  Commission, 
interpreted  by  an  Ophthalmologist 

6.  questionnaire  to  clients  and  prospective  cl ients--those  referred 
from  CN IB,  Ophthalmologists  and  Optometrists  as  well  as  those 
identified  through  the  random  survey. 

A further  description  of  this  data  base  is  presented  in  Methodology-- 
Appendix  A. 

PREVALENCE 

Literature  documents  time  and  time  again  the  dearth  of  data  related  to 
the  prevalence  of  visual  impairment  in  the  population.  However,  some 
beginning  data  is  available: 

1.  Estimated  that  Americans  requiring  low  vision  services  number 
5 million,  with  an  annual  increase  of  10%  (Goldish). 

2.  A more  conservative  estimate  places  the  number  of  partially 
sighted  Americans  at  slightly  over  1.6  million  (Genensky  1973). 

3.  American  national  health  study  on  visual  impairment  extrapolated 
some  5 million  people  as  visually  impaired. 

4.  Converting  these  American  studies  to  ratios,  there  is  a range 
of: 

1 . 6m/204m=0 . 78%  5m/204m=2 . 45% 

5.  Bailey,  1978,  cites  figures  for  the  United  States  which  place 

the  prevalence  of  low  vision  at  1%:  the  prevalence  of  legal 

blindness  at  0.2%. 
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6.  A United  States  public  health  study  sets  prevalence  at  3.7% 
of  the  population. 

Canadian  information  is  even  more  limited.  However,  the  following  refers 
to  the  Canadian  scene: 

1.  Figures  extrapolated  from  Province  of  Quebec  data  indicate  a 
prevalence  of  low  vision  and  legal  blindness  in  Canada  of 
.32%.  Those  with  an  acuity  between  20/200  and  20/70  are 
included  and  represent  .19%  of  the  population.  (Canadian 
Association  of  Optometrists  brief  to  Vision  Canada  1975). 

2.  CN IB  (National)  figures  for  1976  report  that  30,841  individuals 
are  registered  as  legally  blind--. 14%  of  the  population. 

3.  The  prevalence  rates  of  low  vision  for  groups  in  society  have 
also  been  identified  (Woo  et  al); 

— institutionalized  elderly  --23% 

--institutionalized  mentally  retarded  --22% 

--Indians--twice  that  of  the  Caucasian  population,  based 
on  Indians  in  Northwestern  Ontario 

Applying  this  data  to  Manitoba,  a range  of  prevalence  was  developed  as 
follows : 

--based  on  0.32%  - 3,200  people  are  visually  impaired 
--based  on  3.7%  - 37,000  Manitobans  are  visually  impaired 

This  does  not  provide  workable  data  in  terms  of  planning  service  oriented 
programs  and  therefore  the  study  undertook  to  determine  within  more 
acceptable  limits  the  prevalence  of  low  vision  among  Manitobans. 

Drawn  from  the  mechanisms  previously  identified,  the  following  prevalence 
indicators  were  developed: 

1.  From  a randomly  selected  telephone  survey  (Appendix  A)  - 

22,586  Manitobans  other  than  members  of  Indian  Bands  or  residents 
of  nursing  homes  reported  visual  impairment.  (Table  A-l) 

2.  Residents  of  nursing  homes  and  members  of  Indian  Bands  were 
separately  canvassed,  with  the  following  results: 

(a)  some  1,500  residents  of  nursing  and  personnal  care  homes 
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were  reported  to  be  visually  impaired,  that  is  22%  of 
the  population  of  the  institutions.  This  correlates 
with  figures  published  on  prevalence  figures  for  the 
institutionalized  elderly  (Table  A-l). 

(b)  Some  1,100  Indians  were  reported  to  be  visually  impaired,  or 
4.03%  of  the  Band  membership  (Table  A-l).  Again  this 
correlates  with  the  data  published  by  Woo  indicating 
visual  impairment  occurring  twice  as  frequently  among 
Indians.  The  figures  from  this  survey  indicate  a rate  of 
4.03%  for  Indians,  and  2.29%  for  Caucasians. 

Additional  supportive  data  was  developed  from  surveys  completed  by  the 
ophthalmologists  and  optometrists.  As  presented  in  Table  6-2  an 
extrapolation  of  the  figures  would  suggest  that  4,923  patients  seen  in  a 
calender  year,  or  1.3%  of  their  patients  would  qualify  for  low  vision 
services.  This  is  within  the  limits  of  the  Manitoba  prevalence  figures, 
especially  considering  that  both  institutionalized  elderly  and  Indians 
on  reservations  have  historically  presented  concerns  regarding  under- 
service for  eye  care. 

In  order  to  calculate  a prevalence  of  visual  impairment  for  Manitoba  in 
total,  the  three  elements  were  combined  in  the  following  table.  In  all 
cases  a range  is  presented  recognizing  that  the  actual  estimates  (see 
Appendix  A)  can  be  accepted  with  at  least  95%  confidence.  Telephone  survey 
figures  have  also  been  adjusted  to  reflect  the  individuals  perception  of  a 
vision  problem  as  described  on  Table  A-l  in  Appendix  A. 
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TABLE  6-1 

PREVALENCE  OF  VISUAL  IMPAIRMENT  IN  MANITOBA 


% of  population 

groupi ng 

number 

from 

to 

from 

to 

Telephone  survey 

1.00 

2.40 

9,800 

23,700 

Indians 

3.66 

4.39 

1 ,000 

o 

o 

CM 

«\ 

Institutionalized 

Elderly 

20.00 

22.86 

1 ,400 

1 ,600 

Average 

Prevalence 

1.19 

2.59 

12,200 

26,500 

Note:  Visual  impairment  includes  blindness. 

NEED  FOR  A LOW  VISION  SERVICE 

Is  there  a need  for  a low  vision  service?  The  following  points  are 
noted: 

1.  The  Ophthalmol ogi cal  section  of  the  Manitoba  Medical  Association 
has  confirmed  a need  for  the  establishment  of  a low  vision  service. 

2.  The  Manitoba  Optometric  Society  has  also  indicated  there  is  a 
need  for  a low  vision  service. 

3.  The  clients  and  potential  clients  surveyed  indicated  that  a 
special  service  should  be  developed.  Mo  one  indicated  that  a 
service  should  not  be  developed,  and  72%  indicated  that  such 

a service  should  be  developed--21%  indicated  they  did  not  know-- 
a substantial  number  of  those  being  clients  of  CNIB.  (Table  6-3) 

4.  Vision  problems  do  create  strains  for  the  individual.  Overall, 
responses  to  the  questionnaire  circulated  to  clients  and  potential 
clients  indicated  that  adjustment  was  required  for  all  but 

13%  of  those  responding  to  the  question  (some  and  significant  ad- 
justment being  most  frequently  cited).  For  60%  of  the  respondents, 
adjustment  to  the  vision  problem  was  considered  unsatisfactory . 

If  the  respondents  in  the  random  survey  are  eliminated,  the  group 
for  whom  there  is  unsatisfactory  adjustment  increases  to  70% 
(32/46). (Table  6-3) 
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5.  Data  from  the  survey  to  the  Nursing  Homes  indicates  that  89%  of 
the  homes  recognize  special  needs  of  visually  impaired  people 
and  84%  of  the  homes  found  special  demands  being  placed  on  them. 
Overall,  78%  of  the  homes  feel  a specialized  low  vision  service 
should  be  offered.  (Table  6-4) 

6.  Data  from  the  survey  to  the  Indian  Bands  indicates  that  75%  of 
the  Bands  responding  are  of  the  opinion  that  there  should  be  a 
service  to  the  visually  impaired.  (Table  6-5) 

DEMAND  ON  A LOW  VISION  SERVICE 

Having  established  the  prevalence  of  vision  impairment  in  Manitoba  and 
reviewed  the  need  for  a special  service  for  this  population  grouping, 
next  to  be  examined  is  the  question  of  demand--would  people  use  such  a 
service  or  resource?  The  following  points  are  noted: 

1.  Literature  and  published  studies  report: 

(a)  it  is  estimated  that  about  half  of  those  with  visual  impairment 
might  come  to  service  (U.S.  figures — Goldish) . 

2.  Bailey,  using  incidence  to  refer  to  the  number  of  new  cases  per 
year,  indicates  that  incidence  is  10%  of  prevalence. 

3.  1976  data  from  the  Manitoba  Health  Services  Commission  identifies 

a potential  low  vision  clientele  of  440  individuals.  The  Commission 
maintains  records  of  individuals  treated  by  11  classifications  of 
eye  disease.  An  Ophthalmologist  estimated  the  percentage  of 
patients  for  each  disease  who  might  require  services  of  a low 
vision  clinic.  These  percentages  were  applied  to  the  total 
patients  reported  during  1976.  The  estimate  of  440  persons  might 
include  some  duplication  between  disease  categories  but  this  has 
been  minimized.  Additionally,  the  relationship  between  new  and 
continuing  patients  is  not  known. 

4.  Somewhat  just  over  60%  of  the  visually  impaired  individuals  seen 
by  the  Ophthalmologists  and  Optometrists  were  reported  as  being 
prepared  to  accept  referral  (Table  6-2 )— estimate  3,083  individuals 
per  annum.  This  figure  might  require  adjustment  for  continuing  as 
opposed  to  new  patients. 
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5.  Comments  from  the  clientele  and  prospective  clientele  indicates 
(Table  6-3): 

(a)  that  55%  of  the  clients  would  use  the  service,  with  only 
12%  reporting  that  they  were  not  likely  to  use  it. 

The  remainder  cited  no  opinion. 

(b)  47%  indicated  that  the  service  should  be  available  at 
the  time  the  diagnosis  is  made;  another  23%  when  the  in- 
dividual becomes  concerned  about  the  sight  problem,  with 
only  16%  indicating  that  the  service  should  only  be 
available  when  the  vision  problem  becomes  severe. 

(c)  46%  were  aware  of  services,  while  only  30%  reported  that 
they  had  used  any  service;  72%  indicated  that  services 
should  be  available. 

(d)  the  demand  factor — the  proportion  of  eligible  persons  who 

would  use  service--are:  registered  b 1 i nd — 47% ; 

prevention  clientele--30%:  random  survey--64%; 

ophthalmic  and  optometric  referrals--100%  (pre-screened) . 

6.  The  low  vision  clinic  that  had  been  operating  at  the  Health 
Science  Centre  had  three  patients  per  week,  or  about  150  per 
year.  Currently,  the  same  practitioner  who  is  providing  low 
vision  services  within  his  private  practice  is  seeing  approximately 
two  to  three  patients  every  two  weeks,  or  about  60  per  year. 
Referrals  are,  however,  from  a very  limited  base. 

SUMMARY 
In  review: 

1.  the  prevalence  of  visual  impairment  is  reported  on  a range  of 
1.19%  to  2.59%  or  between  12,200  to  26,500  Manitobans. 

2.  need  for  a specialized  service  to  individuals  with  visual  im- 
pairment was  widely  supported. 

3.  total  potential  demand  figures  for  any  low  vision  service  are 
reported  in  the  range  of  50%  of  prevalence.  New  cases  are 
estimated  on  a base  of  10%  of  prevalence. 
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TABLE  6-2 

LOW  VISION  PATIENTS 
OPHTHALMOLOGISTS  AND  OPTOMETRISTS 


Ophthalmologists 
Patients  Seen  Low  Vision 

Optometrists 

Patients  Seen  Low  Vision 

Reported  during  survey 

-Pati ents 

438 

4 

653 

14 

-Referrals 

3 

8 

Activity  converted  to 

220,752 

1,512 

159,131 

3,411 

full  year  for  all 
practi ti oners 

(basis  48  weeks) 

1 ,134  1 ,949 


Referred  to  survey  (converted 
to  ful 1 year  basis) 
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TABLE  6 - 3 

QUESTIONNAIRE  TO  LOW  VISION  PERSONS 
TABULATION  OF  RESPONSES 


v:  \r  vision  create  a 
p: ..’em? 

Yes 

No 


If  no: 

Contact  with  C.N. I .B. 
in  1977: 

Yes 

No 

Not  answered 


Seen  an  eye  specialist  recently: 
Yes 
No 

Not  answered 


If  yes: 

Onset  of  Problem: 
Gradual 
Sudden 

Not  answered 


Recent 

Some  time  ago 
Not  answered 


Impact  of  problem: 

Requi red 

No  adjustment 
Minimal  adjustment 
Some  adjustment 
Significant  adjustment 
Total  adjustment 
Not  answered 


Making  a -ausfactory  adjustment 
Yes 
No 

Not  answered 


CNIB 


Registered 

Preventi  on 

Random 

Referred 

Blind 

Cases 

Survey 

by  Doctors 

Total 

O' 

_ h 

34 

8 

11 

13 

4 

57 

13 

70 

81.43 

18.57 

34 

8 

24 

4 

1 

- 

- 

13 

- 

13 

100.00 

- 

- 

13 

- 

13 

100.00 

2 

2 

15.38 

- 

- 

3 

- 

3 

23.08 

- 

8 

- 

8 

61 .54 

“ 

. 

13 
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Too  .oo' 

22 

6 

9 

3 

40 

70.18 

6 

1 

2 

1 

10 

17.54 

6 

1 

- 

- 

7 

12.28 

34 

8 

11 

4 

57 

1 ) .00 

8 

2 

6 

2 

18 

31.58 

14 

6 

5 

2 

27 

47.37 

12 

- 

- 

- 

12 

21.05 

34_ 

8 

11 

4 

~57 

Too  .00 

7 

7 

12.28 

2 

- 

1 

- 

3 

5.26 

12 

2 

2 

1 

17 

29.82 

12 

5 

1 

1 

19 

33.33 

6 

1 

- 

1 

8 

14.05 

2 

- 

1 

3 

5 . 26 

34 

8 

]]_ 

4 

5? 

100.00 

6 

4 

9 

2 

21 

36.84 

28 

3 

2 

1 

34 

59.65 

- 

1 

- 

1 

2 

3.51 

34 

8 

11 

4 

57 

100.00 

( 
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TABLE  6 - 3 CO-JT J NUlEn 

QUESTIONNAIRE  TO  LOW  VISION  PERSONS 
TABULATION  OF  RESPONSES 


CM  IB 

Registered  Prevention 
B1 i nd  Cases 


Random  Referred 

Survey  by  Doctors 


Total  %_ 


Av/are  of  following  services: 


Individual  counselling 

12 

1 

1 

1 

Group  counselling 

5 

Supportive  contact 

9 

1 

Central  information  on  services 
Central  aid  an.!  appliance 

9 

1 

2 

service 

10 

1 

3 

Employment  assistance 

4 

Financial  information 

2 

1 

1 

Education  information 

7 

Advice  on  coping 

8 

2 

1 

A of  Persons  Responding 

19 

2 2 

3 

Used  following  services: 

Individual  counselling 

8 

1 

1 

Gro;  ;i  counselling 
Supportive  contact 

4 

1 

Central  information  on  services 
Central  aid  and  appliance 

6 

1 

1 

service 

8 

1 

1 

Employment  assistance 
Financial  information 

1 

1 

Education  information 

2 

Advice  on  coping 

3 

1 

* of  Persons  Responding 

la 

2 

1 

The  above 

two  tables  are  multiple  choice 

and 

therefore 

reflect  relative  importance 

Who  was  helpful: 

Clergy 

6 

1 

Doctor 

13 

3 3 

3 

C.N.I.B. 

18 

2 

1 

Q 

Fami ly 

13 

8 1 
3 

Friends 

12 

0 

o 

Teacher 

2 

c 

* of  Persons  Responding 

22 

a 3 

4 

14 

6 

10 

12 

14 

4 

3 

8 

11 

26 


10 

5 

8 

10 

1 

1 

2 

4 

17 


7 

22 

21 

25 

17 

2 

33 


TABLE  6-3 


CONTINUED 


Should  proorams  be  developed: 
Yes 
No 

Don't  know 
Not  answered 


Who  should  provide  the  services: 
Government 
Hospital  or  clinic 
Doctor 
Now  agency 
C.N.I.B. 

Not  answered 

NOTE:  Completed  only  for  " 

Would  you  have  used  such  a program: 
Yes 
No 

Don't  know 
Not  answered 


At  what  point  should  services  be 
avai lable: 

On  diagnosis 

When  person  becomes  concerned 
When  low  vision  becomes  severe 
Not  answered 


What  services  should  be  available: 
Individual  counselling 
Group  counselling 
Supportive  contact 
Central  information  on  services 
Central  aid  and  appliance 
service 

Employment  assistance 
Financial  information 
Education  information 
Advice  on  coping 
Housecleaning 

# of  Persons  Responding 


QUESTIONNAIRE  TO 

LOW  VISION 

PERSONS 

TABULATION 

OF  RESPONSES 

CNIB 

Registered 

Prevention 

Random 

Referred 

Blind 

— 

Cases 

Survey 

by  Doctors 

23 

4 

10 

4 

7 

4 

1 

~ 

4 

- 

_ 

34 

8 _ 

11 

a 

10 

1 

1 

1 

- 

- 

2 

1 

4 

" 

9 

2 

2 

4 

1 

- 

3 

23 

4 

10 

4 

YES"  responses 

to  previous  que 

stion. 

16 

4 

7 

4 

3 

1 

3 

9 

3 

_ 

6 

- 

1 

34_ 

8 

11 

4 

14 

10 

3 

8 

3 

1 

1 

7 

2 

_ 

5 

3 

_ 

_ 

34_ 

8 

11 

4 

8 

2 

3 

1 

4 

1 

10 

1 

2 

1 

13 

1 

5 

15 

4 

1 

1 

9 

5 

1 

7 

6 

1 

7 

1 

3 

1 

9 

1 

2 

1 

1 

28 

6 

8 

4 

Total  % 


41  71.93 

12  21.05 

4 7.02 

57  100.00 


12  29.27 
1 2.44 

7 17.08 
17  41.46 
_i  9.75 
41_  100.00 


31  54.39 

7 12.28 

12  21.05 

1 12.28 

57.  100.00 


27  47.36 

13  22.81 

9 15.79 

_8  14.04 

J>Z  100.00 


14 

5 

14 
19 

21 

15 
14 
12 
13 

1 

46 


The  above  table  is  multiple  choice  and 
therefore  reflects  relative  importance 


TABLE  6 - 3 CONCLUDED 


QUESTIONNAIRE  TO  LOW  VISION  PERSONS 
TABULATION  OF  RESPONSES 
CNIB 


Sex: 

Male 

Female 

Not  answered 

Registered 

Blind 

17 

12 

5 

Prevention 

Cases 

1 

7 

Random 

Survey 

3 

8 

Referred 
by  Doctors 

2 

2 

34 

8 

11 

4 

Area : 

Winnipeg 

17 

4 

10 

4 

Other  urban 

4 

1 

Rural 

11 

3 

1 

Not  answered 

2 

- 

_ 

34 

8 

11 

4 

Personal  situation: 
Pre-school 

Employed 

2 

_ 

3 

Unemployed 

2 

1 

_ 

1 

Student 

4 

_ 

2 

Homemaker 

5 

2 

3 

1 

Reti red 

20 

5 

3 

2 

Not  answered 

1 

- 

- 

34 

_8l 

n 

4 

Education : 

Elementary  school 

8 

1 

i 

1 

1 

Junior  Hiqh 

6 

1 

Senior  High 

5 

1 

9 

2 

Trade  school 

4 

3 

University  undergraduate  degree 

1 

2 

_ 

Community  college 

1 

_ 

Postgraduate  University  degree 

1 

_ 

_ 

None  of  the  above 

4 

_ 

Not  answered 

4 

- 

1 

_ 

34 

o 

■j  " 

4 

Age: 

6 and  under 

2 

7 to  13 

- 

_ 

14  to  18 

1 

_ 

2 

19  to  29 

2 

1 

30  to  39 

_ 

_ 

2 

40  to  49 

_ 

1 

2 

SO  to  64 

10 

1 

1 

1 

65  to  80 

12 

3 

3 

2 

81  and  over 

4 

2 

1 

Not  answered 

3 

_ 

1 

34 

8 _ 

11 

4 

Total 


23 

40. 

.35 

29 

50. 

.88 

5 

8, 

.77 

57 

100. 

.00 

35 

61. 

.40 

5 

8, 

.77 

15 

26. 

.32 

2 

3. 

.51 

57 

100. 

,00 

5 

8 

.77 

4 

7 

.02 

6 

10 

.53 

11 

19, 

.30 

30 

52, 

.63 

1 

1 . 

.75 

57 

100. 

.00 

11 

19.30 

8 

14.04 

17 

29.83 

7 

12.28 

3 

5.26 

1 

1.75 

1 

1.75 

4 

7.02 

5 

8.77 

57 

100.00 

2 

3.51 

3 

5.26 

3 

5.26 

2 

3.51 

3 

5.26 

13 

22.81 

20 

35.09 

7 

12.28 

4 

7.02 

57 

100.00 

77 
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TABLE  6-4 


QUESTIONNAIRE  TO  NURSING  HOMES 


TABULATION  OF 

RESPONSES 

Results  of  Mailing: 

# 

% 

Replies 

55 

51 .89 

No  Replies 

51 

48.11 

Total  Mailings 

106 

100.00 

Residents  represented : 

With  vision  problems 

1 ,072 

21 .99 

Without  vision  problems 

3,804 

78.01 

Total  residents 

4,876 

100.00 

Registered  with  C.N.I.B.  (estimate) 

103 

or,  of  those  with  vision  problems 

Responses  to  questions: 

Do  residents  have  special  needs? 

9.61 

Yes 

49 

89.09 

No 

J5 

10.91 

Are  special  demands  placed  on  the 
home? 

55 

100.00 

Yes 

46 

83.64 

No 

9 

16.36 

55 

100.00 

Is  there  a need  for  service? 

Yes 

43 

78.18 

No 

11 

20.00 

No  answer 

J_ 

1.82 

55 

100.00 

78 
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TABLE  6-5 

QUESTIONNAIRE  TO  INDIAN  BANDS 
TABULATION  OF  RESPONSES 


Results  of  Mai  1 i ngs : 

% 

Repl ies 

9 

14.04 

No  Replies 

i9_ 

85.96 

Total  Mailings 

57 

100.00 

Residents  represented: 

With  vision  problems 

250 

4.03 

Without  vision  problems 

5,950 

95.97 

Total  residents 

6,200 

100.00 

Registered  with  C.N.I.B.  (estimate) 

13 

or,  of  those  with  vision  problems 

5.20 

Responses  to  questions: 

Do  residents  have  special  needs? 

Yes 

4 

50.00 

No 

4 

50.00 

8 

100.00 

Are  special  demands  placed  on  the 
band? 

Yes 

4 

50.00 

No 

4 

50.00 

8 

100.00 

Is  there  a need  for  service? 

Yes 

6 

75.00 

No 

2 

25.00 

No  answer 

- 

- 

8 100.00 
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APPENDIX  A 
METHODOLOGY 

At  the  request  of  The  Board  of  Directors,  Manitoba  Division,  Canadian 
National  Institute  for  the  Blind,  a feasibility  study  on  services  to  the 
visually  impaired  was  undertaken.  Funding  for  the  study  was  provided  by  the 
E.  A.  Baker  Foundation.  This  section  reviews  the  methodology  for  the  study. 

Terms  of  Reference 

The  original  proposal  envisaged  a 2 stage  project-to  explore  and  then  to 
implement  if  deemed  appropriate  services  to  the  visually  impaired. 

This  was  subsequently  reworked  to  be  a feasibility  assessment  only. 

Phase  one  had  as  its  purpose  the  exploration  and  development  of  sufficient 
data  to  enable  decisions  to  be  effected  on  implementation  of  service. 


As  stated  in  the  proposal  entitled  "preparation  for  blindness": 

"The  proposal  is  for  the  development  and  then  implementation 
of  a service  structure  geared  to  the  pre-blind,  those  needing 
assistance  with  vision  oriented  adjustments  but  falling 
outside  the  traditional  service  population.  It  could  be 
approached  as  a two  stage  entity  each  autonomous  but  with 
stage  2 building  from  stage  1. 


Stage  1:  The  formal  specific  definition  of  the  project  and  its  elements, 

considering  both: 

(a)  project  design  and  thrust  reflecting  sufficient  activity  to 
specify  precisely  the  goals  and  operating  objectives,  the 
strategies  to  be  employed,  specifics  of  the  population  to  be 
served,  and  the  method  for  monitoring;  and 

(b)  development  of  materials  to  assist  the  C.N.I.B.  in  its 
outreach  for  funds  for  stage  2 of  the  project. 


Stage  2:  The  implementation,  operation  and  evaluation  of  the  service, 

its  organization,  operations,  effectiveness  and  efficiency." 


A subsequent  document-- the  project  animati on--whi ch  defined  stage  one  in 
greater  detai 1 --stated  that  stage  one  will  begin  activity  to: 

--define  the  service 

— enhance  linkages  amongst  the  three  communities  of  interest--users 
of  service,  the  clinicians  and  the  rehabilitation  services 
--to  begin  to  develop  various  service  delivery  mechanisms  and  strategies 
--to  identify  means  of  locating  and  measuring  the  target  population. 


» ♦ 

--to  give  consideration  of  means  of  reaching  the  target  population 
--to  begin  interpretation  of  this  project  to  the  community 
--to  outline  a monitoring  system 

--to  identify  individuals  who  could  form  the  task  force/committee 
should  implementation  be  undertaken. 

In  effect,  the  study  was  to  determine  if  there  was  a need  for  services  to  the 
visually  impaired;  if  so  what  would  be  the  form  of  this  need;  extent  of 
the  need;  feasibility  of  directing  service  in  this  area.  The  following 
sections  detail  the  approach  utilized  to  satisfy  these  goals. 

Literature  Review,  Interviews  and  Correspondence  with  Experts 

Literature  pertinent  to  the  field  of  low  vision  and  blindness  was  reviewed. 
Additionally,  in  order  to  further  explore  issues  in  instances  where 
published  data  was  insufficient,  correspondence  or  telephone  calls  to 
individuals  and  organizations  was  initiated.  This  data  forms  the  basis 
for  the  sections  on  low  vision  and  models.  A listing  of  respondents 
appears  in  Appendix  C and  literature  reviewed  is  listed  in  Appendix  F. 

C.N.I.B.  Services 


Input  into  the  study  was  requested  from  the  local  division,  the  other 
divisions  and  the  national  office.  Information  was  developed  through 
interviews,  group  meetings,  questionnaires,  profiles  of  clients,  reviews 
of  files.  This  information  was  utilized  in  the  section  on  the  current  scene. 

Community  Outreach 

In  this  area,  the  following  aspects  were  explored: 

(a)  interviews  with  community  based  individuals  and  organizations 
(Manitoba)  to  determine  current  activity  in  the  province  in 
terms  of  projects,  services,  and  needs  related  to  the  visually 
impai red. 
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(b)  Contact  with  two  consumer  groups-the  Canadian  Council  for  the 

Blind  in  Manitoba,  and  the  Manitoba  Federation  for  the  Visually 
Handicapped. 

(c)  Contact  with  both  the  Ophthalmol ogi cal  Section,  Canadian  Medical 
Association,  Manitoba  Division  and  the  Manitoba  Optometric  Society. 

In  addition  to  meetings  and  discussions,  both  groups  established  " 
committee  structures  to  work  with  the  study  and  agreed  to  the 
circulation  of  a survey  form  to  each  practicing  member.  Additionally, 
as  required,  there  was  input  into  selected  aspects  of  the  study--- 
example,  one  ophthalmologist  assisted  in  classifying  data  from  the 
Manitoba  Health  Services  Commission. 

cati on--Preval ence  and  Demand 

Data  on  prevalence,  need  and  demand  was  developed  through  several  sources, 
as  the  visually  impaired  are  virtually  an  unstudied  population  and  therefore 
no  data  was  available  for  extrapolation  to  incidence.  The  following 
avenues  were  utilized  in  determining  the  target  population  and  are 

further  explained  in  an  addendum  to  this  section.  The  instruments  are 
presented  in  Appendix  B. 

1.  random  survey  of  people  living  in  Manitoba  residences  with 
telephones.  It  was  assumed  that  with  the  exceptions  of  2 and  3 
below^this  would  include  almost  all  persons  resident  in  the 
province.  Some  error  will  exist  in  disenfranchising  a small 

proportion  of  people  (those  who  live  in  a situation  with  no 
listed  telephone). 

2.  survey  to  nursing  homes 

3.  survey  to  Indian  Bands  (Reserves). 

From  this  data,  the  prevalence  of  visual  impairment  for  Manitoba  was 
developed  (Table  A-l). 

Two  additional  avenues  were  explored  in  this  regard: 

1.  data  from  the  Manitoba  Health  Services  Commission  on  individuals 
who  received  medical  service  because  of  an  eye  condition  (disease) 
in  1976.  This  data  was  reviewed  by  an  ophthalmologist  to  approx- 
imate the  number  of  patients  who  might  have  been  referred  to  a 
low  vision  service. 
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2.  a survey  to  all  ophthalmologists  and  optometrists  practicing  in 
Manitoba  seeking  information  on  the  number  of  patients  seen  each 
week  for  a four  week  period  together  with  the  number  who  qualified 
for  low  vision  services  as  defined.  The  information  was  forwarded 
by  3 of  42  ophthalmologists  and  8 of  66  optometrists  for  a total 
of  17  weeks  service  information.  Less  than  complete,  it  does 
provide  some  indicator  of  potential  referrals.  The  information 
was  converted  to  an  average  weekly  basis  and  then  extrapolated 
to  a full  year  of  service  for  all  practitioners  on  the  basis  of 
working  48  of  52  weeks.  (Table  6-2). 

Client  Input 

Clients  were  asked  to  comment  on  the  need  for  and  appropriateness  of  any 
service  for  the  visually  impaired.  A questionnaire,  (Appendix  B)  was 
circulated  to: 

(a)  patients  under  the  active  care  of  an  eye  specialist  in  Manitoba 
referred  by  the  specialist  as  prepared  to  complete  a questionnaire 
(contacted  4 of  11  referrals); 

(b)  individuals  registered  with  C.M.I.B.  in  1977,  awaiting  registration, 
and/or  on  the  prevention  caseload  in  1977  (42  responses  from  134 
questi onnai res) ; 

(c)  individuals  contacted  in  the  process  of  the  random  sample  who 
reported  visual  impairment  (24  responses). 

Table  6-3  presents  the  responses.  Additional  comments  were  presented  on 
the  survey  forms  from  the  nursing  homes  and  Indian  Bands.  (Table  6-4  and  6-5). 

In  the  process  of  this  data  gathering,  the  various  items  identified  in  the 
project  animation  were  satisfied — including  enhancing  linkages  among  the 
three  communities  of  interest  and  identifying  persons  to  serve  on  a task 
force  should  implementation  proceed.  This  listing  of  individuals  has  been 
separately  forwarded  to  the  Executive  Director,  Manitoba  Divison. 
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ADDENDUM  TO  METHODOLOGY 
Procedure  in  Determining  Prevalence 

Three  surveys  were  undertaken,  and  then  ratio  estimators  developed  to 
project  the  target  population  as  follows: 

1.  Survey  to  nursing  homes  - 

questionnaires  were  mailed  to  all  nursing  and  personal  care  homes 
which  are  eligible  for  Manitoba  Health  Service  Commission  cost 
participation,  as  well  as  others  listed  in  the  Manitoba  Telephone 
Book.  A total  of  55  replies  were  received  from  106  requests--51 .9% 
(Table  6-4). 

2.  Survey  to  Indian  Bands  - 

questionnaires  were  mailed  to  all  Indian  Bands  in  Manitoba 
according  to  a listing  provided  by  Department  of  Indian  and 
Northern  Affairs,  Government  of  Canada.  A total  of  9 replies 
were  received  from  57  requests-- 15. 8%  (Table  6-3). 

3.  Telephone  survey  - 

In  order  to  determine  the  random  sample  for  the  telephone  survey, 
several  steps  were  implemented: 

(a)  geographic  stratification  of  the  telephone  exchanges  within 
census  divisions  was  undertaken  to  compensate  for  non-uniform 
distribution  of  the  target  population.  The  groupings  were  by 
size  of  town,  rural  municipality  or  local  government  district 
in  order  to  ensure  each  telephone  number  had  an  equal  chance 
of  being  selected. 

(b)  the  proportionate  number  of  calls  for  each  geographic  grouping 
was  determined 

(c)  sequential  numbering  system  was  applied  to  numbers  in  each 
district 

(d)  random  selections  were  applied  on  a dual  basis  to  select 
both  a column  number  and  a listing  within  that  column. 
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Table  A-l  presents  data  on  the  sampling  procedure,  the  sample  obtained 
and  the  estimates  of  the  target  population. 

Ratio  estimators  were  developed  to  predict  the  number  of  persons  in  the 
target  population: 

1.  Telephone  survey: 

# person s wit h_  vision  prob  1 ems 

# persons  living  in  household  contacted 

2.  Nursing  homes: 

#_  persons  with  vision  problems 

# beds  in  homes  replying 

3.  Indian  Bands: 

# persons  with  vision  problems 

# members  in  bands  contacted 

The  ratio  estimators  were  applied  to  the  total  number  of  persons  in  each 
grouping  to  arrive  at  target  population  estimates.  (Table  A-l). 


SAMPLING  DATA  AND  CALCULATION  OF  TARGET  POPULATION 
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TABLE  A-2 
INCIDENCE  SURVEY 
TABULATION  OF  RESPONSES 


a)  Member  of  household  concerned  with 

sight  or  that  of  another  person 
in  the  household 

Yes  18 

No  327 

345 


b)  Number  of  persons  who  have  difficulty, 
due  to  vision: 


Reading  a newspaper  14 

Driving  a car  9 

Seeing  the  T.V.  10 

Seeing  to  write  letters  10 

Getting  from  place  to  place  2 

Doing  handiwork  4 

At  work  7 

Number  of  persons  worried  about  the 

future:  7 


The  above  represents  responses  from  24 
persons  in  19  households.  Of  those 
persons,  2 indicated  there  was  no 
concern  regarding  sight. 

Of  those  24  persons,  no  one  was  known 
to  C.N.I.B.,  The  Manitoba  Federation 
for  the  Visually  Handicapped  or  to 
special  education. 
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SURVEY  FORMS  AND  QUESTIONNAIRES 


r OHM  NO.  A 


87 


THE  CANADIAN  RATIONAL  INSTITUTE  FOJ  THE  BLIND 

TO  JUJvisM.tetprs  FROM  Euclid  J.  Meric 

Director,  Manitoba  Division 


SUBJECT  VISUAL  IMPAI RMEIf F PROJECT  (V.  I . P. ) 


DATE 


August  22,  1977 


You  may  recall  that  the  Manitoba  Division , Board  of  Management,  lias  under- 
taken a study  to  determine  the  feasibility  of  providing  service  to 
persons  with  vision  outside  the  registrable  limit.  This  project  lias  been 
funded  through  the  E.  A.  Baker  Foundation  and  is  scheduled  for  completion 
by  December  1977.  Mr.  David  J.  Garvie,  Director  of  The  Read*Op  Center 
Limited,  is  the  project  co-ordinator  and  is,  in  fact,  the  same  person  who 
undertook  the  Manitoba  In-House  Study  during  the  Vision  Canada  days. 

Attached  you  will  find  a brief  series  of  questions  being  directed  to  each 
of  the  Divisions  and  it  would  be  appreciated  if  you  could  forward  your 
response  directly  to: 


Mr.  David  J.  Garvie 
Director 

The  Read*Op  Center  Limited 
274  Yale  Avenue 
Winnipeg,  Man. 

R3M  0M1 

Although  the  study  has  been  undertaken  in  Manitoba,  you  will  no  doubt 
appreciate  that  its  findings  and  possible  impact  will  have  relevance  and 
applicability  to  the  CNIB  experience  in  other  Divisions.  It  is  therefore 
important  that  we  receive  a broad  input  of  information  so  as  to  ensure 
optimum  results  for  this  project. 

Thank  you  for  your  anticipated  assistance  and  co-operation. 


Euclid  J.  Herie 

Director  - Manitoba  Division 


Enel . 

cc:  Mr.  R.  C.  Purse,  Managing  Director 

Mr.  D.  J.  Garvie,  The  Read*Op  Center  Limited 


EJH : gs 
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HIE  READ*OP  CENTER  LIMITED 
274  YALE  AVENUE 
WINNIPEG,  MANITOBA 
R3M  OM1 


MEMORANDUM 

TO:  Division  Directors,  The  Canadian  National  Institute  for  the  Blind 

FROM:  David  J.  Garvie,  Director,  Hie  Re ad* Op  Center  Limited 

RE:  VISUAL  IMPAIRMENT  PROJECT  (V.I.P.) 

DATE:  AUCU3T  22,  1977 


The  Read*Op  Centre  is  engaged  in  a feasibility  study  for  the  Manitoba 
Division  with  respect  to  individuals  experiencing  vision  problems  but  out- 
side the  registrable  group. 

Of  interest  is  the  national  framework  and  scope  of  programs  and  services  to 
this  group.  It  would  be  appreciated  therefore  if  a description  of  your 
Division’s  activity  in  this  service  area  could  be  shared,  considering  the 
following  items  as  a guideline: 

1.  Does  your  Division  provide  service  to  those  outside  the  registrable 
group? 

2.  If  so,  please  describe  the  program  or  service  structure. 

3.  If  possible,  please  provide  statistics  on  such  a progran  --  volume 
(annually),  profile  of  clients,  eye  problems,  etc. 

4.  With  what  other  agencies  or  organizations  do  you  liaise  in  relation  to 
this  client  group,  e.g. , low  vision  clinics,  etc. 

5.  Please  comment  on  the  needs,  numbers,  scope,  etc.,  of  such  a client 
grouping. 

6.  Any  other  comments  or  information  or  suggested  contacts. 

Thank  you  for  your  support  of  the  study  in  providing  this  data.  As  the 
study  has  a limited  time  frame,  it  would  be  appreciated  if  the  data  could 
reach  us  as  quickly  as  possible. 


David  J.  Garvie 


.UA 


OPEFb 
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Hello! 


This  questionnaire  has  been  forwarded  to  you  as  a result  of 
either  your  contact  with  an  eye  specialist  or  the  Canadian 
National  Institute  for  the  Blind. 

The  Manitoba  Division  of  CiJIB  is  currently  studying  whether  people 
with  low  vision,  but  not  blind,  think  there  should  be  cervices 
specifically  set  up  to  reset  their  needs,  and  help  them  with  any 
problems  that  might  come  from  the  vision  problem.  The  Read^Op 
Center  is  acting  as  consultant  to  the  project. 

Therefore,  as  you  have  had  contact  with  an  eye  specialist  recently, 
or  Cin3  in  the  last  year,  you  are  being  asked  to  give  your  opinion 
or.  the  need  for  services  for  Manitobans  with  vision  problems. 

The  questionnaire  is  both  anonymous  and  confidential,  and  the 
dat?  will  only  be  used  in'  the  report  being  completed  cy  the 
Read-'-Op  Center  for  CriTB.  The  decision  on  whether  any  services  may 
be  organized  will  be  made  by  the  C27I3  Board. 

Therefore,  it  would  be  appreciated  if  you  could  complete  the 
following  form,  and  return  it  as  soon  as  possible  to; 

fp  V>  o T3r»  r>  A -A's,  10,  i"'cnLn>'  "r  +•  A 

.I*-  J ^ Xj  u* v-—  * y 

P.  0,  Box  1785 , 

Winnipeg,  Manitoba, 

A self  addressed  envelop  is  enclosed  for  your  convenience. 


The 


you  m advance  1 


ir  co-operation. 


Yours  truly, 


THB  RB/.D-'-O?  CENTER  BID. 


• / //  .fy 
D.  -J.  Garvie, 


■*o n - ^ *r* 


t 


SURVEY  FORM 
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F:\RT  A 
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> 


1*  ^ou  consider  that  your  vision  has  caused  any  problems  for  you? 

yes no 

IF  YES,  please  proceed  to  complete  both  Part  3 and  Part  C 
IF  NO,  please  complete  the  next  two  questions,  and  return  the  form: 


PART  3 


his  questionnaire  asks  your  personal  opinions.  Please  indicate  the  way  you 
eel  as  a result  of  your  personal  experiences. 

. has  the  onset  of  you  problem  with  vision: 

(a)  gradual or  sudden 

(b)  recent 


2.  in  1977  did  you  have  contact  with  CIJT3?  yes 

3.  have  you  recently  seen  an  eye  specialist?  yes 


no 


no 


or  some  time  ago 


.vnich-of  the  following  would  best  reflect  the  Impact  of  your  vision  problem 
in  terms  of  your  normal  living  activities? 
has  required  no  adjustment 
has  required  minimal  adjustment  ~ _ 

has  required  some  adjustment 
has  required  significant  adjustment 
has  required  a total  readjustment 

J;o  you  feel  that  you  have  made  or  ere  making  a satisfactory  adjustment  to 
the  change  in  your  vision? 


ye: 


no 


. Other  t 

ban  your  doctor 

did  not 

use  that  could 

adjustment  to  the  visi 

Other  t 

ban  your  doctor 

in  the 

process  of  adju 

st1  V ,4- 


no 


no 


? VETO 


ii'HZR  ^ OR  5 PLEASE  COMPLETE  QUESTION  6.  IF  NO  TO  BOTH  4 and  5 


0 ZITHER  4 
.•EASE  PROCEED  DIRECTLY  TO  QUESTION  7. 


3_ 

4 


7 


9 


10 


I 


,'ouid  you  please  indicate  which  of  ■ .e 
>f  which  you  were  aware  in  \t  col  nan, 
rolumn.  Please  tick  as  many  as  apply. 


'olloving  items  describes  ti 
>e  which  yo  |ised  in 


r>  ^ c v-.-  ^ Q rz  ‘ 

that 


aware  oj 


used 


(a) 

C°) 

(c) 

(i) 

(e) 

(f) 
(e) 
(*) 

(i) 

(j) 


meeting  with  a counsellor  who  is  trained  to  help 
people  on  an  individual  basis 

meeting  with  a counsellor  who  is  trained  to  help 
people  in  a group 

contact  and  talking  with  another  person  who  has  a 
vision  problem 

a central  place  you  can  call  for  information 
about  vision  problems 

a place  where  you  can  inquire  about  and  obtain 
equipment  and  devices  that  night  help 
employment  assistance 
financial  information 
education  information 

advice  on  coping  with  adjustment  to  a vision 
problem 

other  (please  specify) 


knich,  if  any,  of  the  following  were  helpful  (Please  check  as  many 
as  applicable) 

o prrv  family 


:iergy_ 

doctor 

furrm 


friends 


11 

13“ 

15“ 

17“ 

19“ 

21 

23' 


29 


VC 

35 

3^~ 

37' 

3 2* 

39" 

40 

hi 


h 


Other  (please  specify). 


Vhat  resources  or  services  are  not  available  out  which  you 
available  to  people  with  vision  related  problems?  (please 
many  as  applicable) 

(a) '  meeting  with  a counsellor  who  is  trained  to  help  people  on 

an  in  ividaal  basis 

(b)  meeting  with  a counsellor  who  is  trained  to  help  people  in 
a group 

(c)  contact  and  talking  with  another  person  who  has  a vision 
problem 


(4) 

a central  place  you  can  call  for  inf 

ormation 

about  vision 

problems 

(e) 

a place  where  you  can  inquire  about 

and  obtain  equipment  and 

devices  that  might  help 

(f) 

employment  assistance 

(s) 

financial  information 

(h) 

education  information 

(i) 

advice  on  coping  with  adjustment  uO 

a vision 

problem 

(J) 

other  (please  specify) 

feel  should 
check  as 


be 


hh 


45_ 

46_ 

h7 

48" 

49' 

50" 

51 

52 
53" 

S'T 


t 


♦ 


yu  u 


Should  there  be  a program  sr  ^ifically  developed  to  assist 
visually  impaired,  not  blin.  ^ yes  no don't  fiow 


C .11.1.3. 


IF  YES,  who  do  you  think  should  provide  such  a service?  Please 
indicate  only  one. 

I government  new  agency 

hospital  or  clinic  

doctor  _ 

No  opinion  

Would  you  use  or  would  you  have  used  such  a program?  yes_  no_ 

donnt  know 


other  ( specify) 


please  state  your  reasons 


At  which  point  in  the  process  of  a vision  problem  should  service  or  resources 
be  available? 

as  soon  as  diagnosis  is  made  by  a doctor  

when  the  individual  becomes  concerned  or 

feels  the  need  to  talk  to  someone  

when  low  vision  becomes  severe  to  a certain 

degree  

other  (please  specify )_ __  


would  be  apo 


reciated  if  you  would  complete  this  sec  ion  which  will  provide 


lorn' "ion  about  the  people  who  might  use  the  services  should  a program 
^developed. 


Which  of  the  following  ranges  reflects  y our  age 

6 and  under  

7 to  13  years  

l4  to  l8  years  


19 

to 

29 

years 

50  to  64  years 

30 

to 

39 

years 

65  to  80  years 

ol 

40 

to 

49 

years 

8l  and  over 

lie 


zernali 


(a)  In  which  area  of  the  province  do  you  live? 

Winnipeg  Other  urban Rural_ 


(b)  Please  indicate  the-  first  3 characters  of  your  postal  code. 


the  following  would  best  reflect  your  situation? 

pre-school  student 

employed 

unemployed  

other  (please  specify)_ 


none maker 
retired 


please  indicate  the  highest  education  level  attained: 

elementary  school  University  undergraduate  degree 

Community  College 


Junior  High 

Senior  High 
Trade  School 


postgraduate  University  degree 


Cther  (please  specify^ 


none  or  tne  aoove 


THANKS  FOR  YCUR  HELP 


55 


57 


58 


59 


So 


64 


r r 

CO 


O / 

53" 

So- 

70" 


I 
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TO:  Chiefs  of  Indian  Bands. 

FROM:-  David  J.  Garvie,  Director,  The  Read*0p  Center  Ltd. 
RE:  Visually  Impaired  Members  of  Indian  Bands. 

DATE:  January  23rd,  1978. 


I am  writing  to  request  your  assistance  in  providing  some  information  for  a 
study  currently  being  completed  by  the  Center.  The  Read*0p  Center  is  consulting 
to  the  C.N.I.B.  Manitoba  Division  in  effecting  a feasibility  study  on  the  pos- 
sible expansion  of  their  services  to  individuals  with  visual  impairment. 

Through  this  letter,  Chiefs  of  Indian  Bands  in  Manitoba  are  being  asked  to 
complete  the  attached  form,  indicating  the  number  of  visually  impaired  members 
in  Indian  Bands,  as  well  as  comment  on  the  demands  resulting  from  this,  and  the 
need  for  services. 

The  information  requested  is  confidential,  and  will  be  used  in  the  report  to 
assist  in  defining  the  target  population  for  an  expanded  service  in  terms  of 
needs  and  numbers. 

The  feasibility  study  is  for  the  purpose  of  gathering  data  on  which  the  Board 
of  C.N.I.B.  might  base  a decision.  It  encompasses  no  service  delivery  at  this 
point  for  any  decision  relative  to  that  rests  with  the  C.N.I.B.  Board  following 
completion  of  the  report. 

We  would  appreciate  receiving  your  reply  by  January  31st,  1978  and  therefore  ask 
that  you  complete  the  form  and  return  it  direct  to: 


The  Read*0p  Center  Ltd. 
274  Yale  Avenue, 
Winnipeg,  Manitoba. 

R3M  0M1 


7 


Thanks  for  your  help. 
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♦ 


QUESTIONNAIRE  RE:  VISUALLY  IMPAIRED  MEMBERS  OF  INDIAN  BANDS 


1 .  Name  of  Indian  Band 


2.  Address  of  Indian  Band 


3.  Total  number  of  members 


4.  Number  of  members  with  visual  problems  _ _ 

(estimate  if  necessary) 

5.  Number  of  members  registered  with  C.N.I.B.  

(estimate  if  necessary) 

6.  Do  your  visually  impaired  members  have  special  needs  which  are  difficult 
to  satisfy  from  within  the  band  community? 

Yes No 

If  YES,  could  you  briefly  explain  _ 


7.  Does  the  vision  impairment  create  any  special  demands  on  the  band 

administration? 

Yes No 

If  YES,  could  you  briefly  explain _______ 


8.  In  your  opinion,  is  there  a need  to  provide  service  to  visually  impaired 
members  of  the  band? 

Yes  No 

If  YES,  would  you  briefly  indicate  the  types  of  service  that  might  prove 
useful  to  your  visually  impaired  members 


9.  Any  other  comments  you  would  like  to  share 


THANKS  FOR  YOUR  HELP. 


. I A 
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TO:  Directors  of  Nursing  Homes  in  Manitoba. 

FROM:  David  J.  Garvie,  Director,  The  Read*0p  Center  Ltd. 

RE:  Visually  Impaired  Residents  of  Nursing  Homes. 

DATE:  January  23rd,  1978. 


I am  writing  to  request  your  assistance  in  providing  some  information  for  a 
study  currently  being  completed  by  the  Center.  The  Read*0p  Center  is  consulting 
to  the  C.N.I.B.  Manitoba  Division  in  effecting  a feasibility  study  on  the  pos- 
sible expansion. of  services  to  individuals  with  a visual  impairment,  sufficient 
to  affect;  functioning,  but  outside  the  current  limits  for  registration  as  blind. 

through  this  letter,  directors  of  Nursing  Homes  in  Manitoba  are  being  asked  to 
complete  the  attached  form,  indicating  the  number  of  visually  impaired  residents 
in  Nursing  Homes,  as  well  as  comment  on  the  demands  resulting  from  this  and'th^ 
need  for  services. 

The  information  requested  is  confidential,  and  will  be  used  in  the  report  to 
assist  in  defining  the  target  population  for  an  expanded  service  in  terms  of 
needs  and  numbers. 

The  feasibility  study  is  for  the  purpose  of  gathering  data  on  which  the  Board 
of  C.N.I.B.  might  base  a decision.  It  encompasses  no  service  delivery  at  this 
point  for  any  decision  relative  to  that  rests  with  the  C.N.I.B.  Board  followina 
completion  of  the  report. 

Wq  would  appreciate  receiving  your  reply  by  January  31st,  1978  and  therefore  ask 
that  you  complete  the  form  and  return  it  direct  to: 

The  Read*0p  Center  Ltd., 

274  Yale  Avenue, 

Winnipeg,  Manitoba. 

R3M  0M1 


Thanks  for  your  help. 


I 
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QUESTIONNAIRE  RE:  VISUALLY  IMPAIRED  RESIDENTS  OF  NURSING  HOMES 


1.  Name  of  Nursing  Home 


2.  Address  of  Nursing  Home 

3.  Total  number  of  residents 


4.  Number  of  residents  with  visual  problems  

(estimate  if  necessary) 

5.  Number  of  residents  registered  with  C.N.I.B.  __  _____ 

(estimate  if  necessary) 

6.  Does  the  vision  impairment  create  any  special  needs  for  the  patient(s)? 

Yes  No 

If  YES,  could  you  briefly  explain  


7.  Does  the  vision  impairment  create  any  special  demands  on  the  home? 
Yes  No 


If  YES,  could  you  briefly  explain 


8.  In  your  opinion,  is  there  a need  to  provide  service  to  visually  impaired 
residents--those  out'  ide  the  registerable  blind  population? 

Yes  No  

If  YES,  would  you  briefly  indicate  the  types  of  service  that  might  prove 
useful  to  your  visually  impaired  patients  


9.  Any  other  comments  you  would  like  to  share 


THANKS  FOR  YOUR  HELP. 


-I)  MEMO  I 

FROM:  Dr.  J.  Bracken 

TO:  All  Ophthamologists 

RE:  Feasibility  Study  on  Visual  Impairment 

DATE:  26  January  1978. 
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The  Canadian  National  Institute  for  the  Blind  (CNIB)  is  conducting  a 
survey  to  determine  the  need  for  expansion  of  services  to  those  who  are 
not  legally  blind  but  who  have  reduced  visual  function  and  may. need  help 
in  some  areas. 

The  consultants  to  the  study — The  Read*0p  Center  — and  the  Executive 
Director  of  CNIB  met  with  the  Ophthamological  Section  of  the  MMA,  and 
the  matter  was  discussed  at  various  section  meetings.  It  was  decided 
that  the  section  would  co-operate  with  the  exploration,  and  a committee 
was  set  up  to  work  with  the  consultants. 

Tv/o  things  are  new  being  asked  of  all  Ophthamologists  as  part  of  the 
gathering  of  data  for  the  study: 

1.  You  are  being  asked  to  keep  a record  of  the  number  of  visually 
impaired  patients  that  visit  your  office,  on  the  enclosed  form. 
That  form  should  be  forwarded  to  the  Read*up  Center, 

274  Yale  Ave.,  Winnipeg,  R3M  0M1  weekly. 

2.  You  are  being  asked  to  request  of  the  patients  whom  you  see 
that  meet  the  definition  if  they  would  be  prepared  to  answer 
a questionnaire  on  what  they  think  about  services.  The 
enclosed  office  card  may  be  given  to  people  who  qualify 

and  if  they  are  willing,  their  names  noted  on  the  form 
forwarded  to  Read*0p. 

The  definition  of  visual  impairment  for  the  purposes  of  this  exploration 
is: 


(a)  VA  20/70  — 20/200 

(b)  anyone  the  Ophthainologist  thinks  may  be  require  help. 

These  survey  forms  will  be  kept  for  the  month  of  February,  and  we  therefore 
urge  each  Ophthamologist  to  comply  with  this  request  for  information. 

At  this  time  there  is  no  promise  of  service;  the  study  is  to  get  the 
information  necessary  for  a decision  on  services. 

Thank  you  in  advance  for  vour  co-operation. 


. 
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MEMO 


FROM:  Dr.  R.  Lecker 

TO:  All  Optometrists 

RE:  Feasibility  Study  on  Visual  Impairment 

DATE:  January  26,  1978 


The  Canadian  National  Institute  for  the  Blind  (CNIB)  is  conducting  a survey 
to  determine  the  need  for  expansion  of  services  to  those  who  are  not  legally 
blind  but  who  have  reduced  visual  function  and  may  need  help  in  some  areas. 

The  consultants  to  the  study--The  Read*0p  Center  Ltd. --and  the  executive 
of  your  association  have  met  to  discuss  the  project,  and  it  was  further 
reviewed  at  our  annual  meeting.  It  was  decided  that  co-operation  would 
be  extended  by  the  Society  to  the  feasibility  study  in  its  data  gathering 
acti vi ty. 


Therefore,  two  things  are  now  being  asked  of  all  Optometrists  as  part  of 
the  gathering  of  data  for  the  study: 

1.  you  are  being  asked  to  keep  a record  of  the  number  of 
visually  imapaired  patients  that  visit  your  office,  on  the 
enclosed  form.  That  form  should  be  forwarded  to  the 
Read*0p  Center  weekly  at  274  Yale  Avenue,  Winnipeg,  R3M  0M1 . 

2.  you  are  being  asked  to  request  of  the  patients  whom  you  seep'  that 
meet  the  definition  if  they  would  be  prepared  to  answer  a 
questionnaire  on  what  they  think  about  services.  The  enclosed 
office  card  may  be  given  to  people  who  qualify,  and  if  they  are 
willing,  their  names  noted  on  the  form  forwarded  to  Read-Op. 

The  definition  of  visual  impairment  for  the  purposes  of  this 
exploration  is: 

(a)  VA  20/70  --  20/200 

(b)  Anyone  the  Optometrist  thinks  may  require  help. 

These  survey  forms  will  be  kept  for  the  month  of  February,  and  we  therefore 
urge  each  Optometrist  to  comply  with  this  request  for  information.  At 
this  time  there  is  no  promise  of  service;  the  study  is  to  get  the  information 
necessary  for  a decision  on  services. 

Thank  you  in  advance  for  your  co-operation. 


« 


<* 
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OFFICE  CARD  TO  BE  GIVEN  TO  OR  READ  TO  PEOPLE  WHO  QUALIFY  TO  RECEIVE 
A QUESTIONNAIRE  RE  THE  FEASIBILITY  STUDY  ON  VISUAL  IMPAIRMENT 


The  Canadian  National  Institute  for  the  Blind  (CNIB)  is  having  a 
survey  conducted  to  determine  the  need  for  expansion  of  services  to 
those  who  are  not  legally  blind  but  who  have  reduced  visual  function, 
and  may  need  help  in  some  areas. 

Would  you  be  prepared  to  answer  a survey  form.  The  questions  deal 
with  your  opinion  on  the  need  for  such  a service,  and  what  it  should 
be  like.  If  you  agree  to  having  the  questionnaire  forwarded  to  you, 

I will  give  your  name  to  the  consul tants — The  Read*0p  Center  Ltd. 

The  questionnaire  will  then  be  forwarded  to  you.  It  is 
confidential  and  annoymous. 

At  this  time  there  is  no  promise  of  service.  The  study  is  to  determine 
if  such  a service  should  be  developed. 
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speak  to  an  adult.  If  calling  long  distance  ensure  the 


PURPOSE:  a)  to  determine  i fcdence  of  visual  impairment;  a,  I 

h)  lor  those  identified  as  visually  impaired  to  administer  a questionnaire. 

INSTRUCTIONS  TO  INTERVIEWER: 

1.  call  the  number  and  ask  to 
person  called  is  aware  of  that. 

when  contact  is  made,  give  the  introduction,  and  ask  for  co-operation  on  completinci 
very  snore  questionnaire.  ' L 

3.  ask  the  questions  and  complete  the  form. 

4 if  individuals  with  vision  problems  are  identified,  ask  to  speak  to  each  individual 
the  visually  impaired  person  is  elderly  and  resident  in  the  home;  and  it  is  imoractical 
to  speak  to  him,  ask  the  questions  of  an  appropriate  person  in  the  household.  Speak  to  a 
parent  ir  the  visually  impaired  person  is  a minor  (i.e.  under  18  years  old). 

5.  If  the  individuals  with  low  vision  or  vision  related  problems  are  not  there  at 

nome,  arrange  a mutually  convenient  time  to  call  back. 

INTRODUCTION 

Hello,  I am  calling  for  the  Canadian  National  Institute  for  the  Blind.  They  are  doinq 
a survey  over  the  Province  to  find  out  how  many  persons  have  low  vision  or  vision  re- 
lated problems.  This  is  part  of  a study  to  consider  the  possibility  of  new  services 
tor  people  who  have  low  vision  and  related  problems.  What  is  needed  is  some  estimate 
oi  the  number  of  people  who  might  have  low  vision  or  vision  related  problems.  Your  nhonp 

number  has  been  picked  at  random  and  I am  calling  to  inquire  if  you  would  have  time  to 

answer  a very  short  form.  There  are  no  identifying  or  personal  questions  involved. 


1 


2. 


Is  anyone  in  your 
in  your  home? 


home 

yes 


concerned 


abou  t 
no 


their  sight,  or  that  of  another  person 


Of  vision 


Is  there  anyone  in  your  home,  who,  because 

a)  has  trouble  reading  the  newspaper 

b)  has  trouble  driving  a car 

c)  has  trouble  seeing  the  T.V. 

d)  has  trouble  seeing  to  write  letters 

e)  experiences  difficulty  getting  from  place 

to  place 

f)  has  trouble  doing  handiwork  e.g.  knitting 

g)  has  some  difficulty  at  work 

h)  who  is  worried  about  the  future 

Is  there  anyone  living  in  your  home  with  low  vision 

not  been  identified  above?  yes  no 

If  YES,  how  does  their  low  vision"  affect  them?- 


no 


yes 


For  YES , number 
of  persons 


or  a vision  problem  who  has 


4.  Is  anyone  in  the  home  known  to: 
a)  C.N.I.B. 

Federation  for  Visually  Handicapped 
w Special  education  re  vision  problems 

5.  Number  in  household 


no 


yes 


For  YES,  how 
many 


6.  INTERVIEWER  - PLEASE  CODE  AREA  OF  RESIDENCE 
JfO  THE  INTERVIEWER 

IF  YES  TO  ANY  OF  THE  QUESTIONS,  ask  to  speak  to  the  person  involved  or  to  a parent  and 
administer  the  long  questionnaire.  M dnu 

IF  NO  TO  THE  QUESTIONS,  then  thank  the  respondent,  and  terminate  the  interview  e.q  "thosp 
are  all  my  questions.  Thank  you  for  your  help." 


' ' 
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APPENDIX  C 

INDIVIDUALS,  ORGANIZATIONS  AMD  AGENCIES  CONTACTED 
IN  THE  COURSE  OF  THE  STUDY 


Appreciation  is  extended  to  the  following  individuals,  organizations 
and  agencies  contacted  in  the  course  of  the  study  for  their  co-operation, 
interest  and  support. 


American  Foundation  for  the. Blind 

Beth  J.  Phillips,  Low  Vision  Services 

Leslie  L.  Clark,  director,  Basic  and  Programmatic  Research  Division 

National  Society  for  the  Prevention  of  Blindness 

National  Retinitis  Pigmentosa  Foundation  of  Canada 
Jay  Marin 

W.C.  Macrae,  M.D.,  Geneticist 

Boston  University  Medical  Center — Vision  Rehabilitation  Clinic 
Freda  Scotch,  ACSW 

Dagmar  Freedman,  a former  staff  member 

New  York  Association  for  the  Blind,  Lighthouse 
Wesley  Sprague,  Executive  Director 
Claire  Hood,  R.N.,  M.A.  Director,  Medical  Services 

University  of  Waterloo 

Dr.  G.  Woo,  director  of  Low  Vision  Services 

Edwin  B.  Mehr,  O.D.,  California,  U.S.A. 

University  Hospital,  Saskatoon 

Dr.  D.  Keegan,  Department  of  Psychiatry 

Province  of  0ntario--of  the  Ministry  of  Community  and  Social  Services 
Myra  Rodrigues 

McMaster  University,  Hamilton 
Cyril  Greenland 

C.N.I.B.  National 

Ross  Purse,  Managing  Director 

Susan  Henninghausen,  Director,  National  Prevention  of  Blindness  and 

Eye  Service 

Dr.  D.M.  Forman,  Vice  President 

Dr.  G.A.  Thompson,  National  Consulting  Ophthalmologist 

M.W.  Milton,  Assistant  Managing  Director,  Professional  Development 

and  Client  Services 
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C.N.I.B.  Divisions 
Quebec 
On tar i o 
Saskatchewan 
Alberta 
Mari  times 

B. C. /Yukon 

C.N.I.B.  Manitoba 
staff 

board  and  committee  members 

Manitoba  Optometric  Society 

Dr.  Bruce  Rosner,  President 

Dr.  R.  Lecker,  Chairman,  Low  Vision  Committee 

Dr.  R.  Brown 

Dr.  J.  McQueen 

Ophthalmol ogi cal  Section,  Canadian  Medical  Association,  Manitoba  Division 
Dr.  A.  Macrodimi tris , Head,  1977 

Dr.  J.  Bracken,  Head,  1978 

Dr.  A.T.  Karsgaard 

Manitoba  Federation  of  the  Visually  Handicapped 

C.  Blakeslee,  President 

Canadian  Council  of  the  Blind 
P.  Pettapiece,  President 

Manitoba  Health  Services  Commission 

A.  Getz,  Director,  Planning  Division 

F.  Toll,  Manager,  Management  Information  Services 

K.  Thomson,  Manager,  Personal  Care  Homes 

Society  for  Crippled  Children  and  Adults 
M.  Thompson 
T.  Siemans 

Motor  Vehicle  Branch 
Ron  Doerr 

Learning  Systems  International  Ltd.--Visualtek 
Bill  Stewart 

Inner  City  Health  Department,  City  of  Winnipeg 
M.  Hykaway,  Director,  Public  Health  Nursing 

Program  Development  Secretarial,  Department  of  Education,  Province  of  Manitoba 
Peter  Wilby 
Art  Rathgaeber 


Manitoba  School  for  the  Mentally  Retarded 
Dr.  G.H.  Lowther 

Manitoba  School  for  the  Deaf 
D.  Plummer 

Department  of  Indian  Affairs 
F.  Taylor 
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APPENDIX  D 

MANITOBA  LOW  VISION  CENTRE 
COSTING 

The  costs  of  a project  are  of  course  crucial  to  any  decision  regarding 
implementation.  Therefore,  this  costing  section,  based  on  the  model 
defined  in  the  findings,  is  presented.  It  was  developed  by  the  consultants 
in  co-operation  with  the  senior  staff  at  C.N.I.B.,  Manitoba,  as  the  best 
possible  estimate  of  costs  should  the  project  proceed  to  implementation, 

Certain  assumptions  underline  the  cost  data: 

1.  Essentially  the  model  as  presented  is  implemented- -a  two  year 
demonstration  project. 

2.  Staffing  will  be  at  a service  demand  level.  That  is,  the  type 
and  number  of  staff  necessary  for  service  will  be  engaged; 

the  necessary  resources,  supportive  and  monitoring  aspects  will 
be  contracted. 

3.  Consulting  services  will  be  engaged  to  act  as  a resource  to 
the  service;  and  to  undertake  evaluation  and  review. 

4.  Medical  services  would  prove  chargeable  to  M.H.S.C.  However,  it 
was  considered  premature  to  undertake  any  negotiations  to 

this  end. 

5.  Existing  services  of  the  Manitoba  Division  would  be  available 
at  no  charge  to  the  Centre  clientele  e.g.  orientation  and 
mobility  instruction.  The  intent  is  to  avoid  duplicating 
available  services. 

Should  the  demonstration  project  prove  successful  and  the  decision  be  taken 
to  continue  the  Manitoba  Low  Vision  Centre,  C.N.I.B.  would  have  the 
physical  plant  and  staff  mix  appropriate  to  continued  service,  and  the 
consulting  input  (both  service  and  monitoring)  could  be  discontinued. 


* 
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As  per  the  following  schedules,  the  total  cost  over  2 years  for  imple- 
mentation of  the  Manitoba  Low  Vision  Centre  is  projected  at  $180,000.00: 


capital  costs  $ 30,000. 
staffing  costs  63,600. 
building  occupancy  and 

administration  costs  35,000. 
consulting  costs  38,800. 
other-descretionary 

allowance  to  provide 

for  unknowns  12,600. 


$180,000. 

Provision  has  not  been  made  for  costs  associated  with: 
1.  additional  direct  service 

staff  should  the  demand  on  the 
Centre'  exceed  projections 
travel  costs  should  the  steering 
committee  have  a national  composition. 


2. 


( 


MANITOBA  LOW  VISION  CENTRE 
PROJECTED  COSTS  OF  A 2 YEAR  DEMONSTRATION  PROJECT 


Direct  Service  Costs: 

Co-ordi nator: 

Basis  - M.S.W.  with  approximately 
5 years  experience 

Rate  - Present  C.N.I.B.  full 
staff  costs  for  a 

similar  person  ($20,000.00  Per  Annum) 

Time  requirement  - the  equivalent  of 

V ^ months  prior  to  delivery  of 

service  plus  2 years  for  the 

demonstration  project  42,500. 

Secretari al : 

Basis  - Administrative  secretary 
with  some  experience 

Rate  - Present  C.N.I.B.  full 
staff  costs  for  a 

similar  position  ($10,650.00  Per. Annum) 

Time  requirement  - up  to  a maximum  of 
Js  time  for  the  equivalent 
of  months  prior  to 
delivery  of  service  olus 
the  first  6 months  of 
service  delivery;  increased 
for  the  final  18  months  of 
service  delivery  to  a 
maximum  of  full  time 


19,300. 


61 ,800. 
1 ,800. 
63,600. 


Inflationary  allowance  - 6%  of  $30,650. 


( 
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B.  Building  Occupancy  and  Administration: 
Rent : 


approximately  1,000  square  feet 
at  a cost  of  $5.00  per  square 
foot  (estimated  by  C.N.I.B.) 
for  25';>  months 

Administrative  costs: 

approximately  $10,000.  per  annum  as 
allocated  telephone,  office 
services  and  other  support 
costs  (as  estimated  by  C.N.I.B.) 
for  2bh  months 


Inflationary  allowance  - 10% 


C.  Capital  costs: 

Estimated  at 

(see  schedule) 

D.  Consulting  supports: 

Estimated  at 

(see  schedule) 


10,600. 


21,300. 

31  ,900. 
3,100. 

35,000. 


30,000. 


38,800. 


( 


(< 


) 
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MANITOBA  LOU  VISION  CENTRE 
SCHEDULE  OF  CAPITAL  COSTS 

General  office  - furniture  2,500. 

Co-ordinators  office  - furniture  750. 

Interview  Rooms  - furniture  500. 

Testing  equipment,  aids 

for  loan,  aids  for  sale  25,000. 

Miscellaneous  1,250. 


30,000. 


CEN'TE.'i  limited 
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MANITOBA  LOW  VISION  CENTRE 
CONSULTING  INPUT 


It  is  intended  that  the  consulting  role  focus  primarily  on  those  elements 
which  are  necessary  only  because  of  the  demonstration  nature  of  the  project. 
Staff  of  C.N.I.B.,  as  is  feasible,  will  carry  the  ongoing  functions — those 
expected  to  continue  should  the  program  be  incorporated  into  the  C.N.I.B. 
service  structure.  This  will  minimize  the  level  of  permanent  committment 
for  C.N.I.B.  and  leave  the  options  of  continuation  or  discontinuation 
more  fully  open. 

Some  of  the  costs  will  depend  on  subsequent  negotiation — e.g.  nature  of 
data  systems  and  tie-in  with  the  ongoing  collection  of  data. 

Role  of  Consultants 

The  following  is  a review  of  recommended  consulting  input  into  the  demon- 
stration project,  based  on  current  perceptions  of  an  appropriate  mix  of 
staff  and  consulting  resources  at  current  rates. 

Project  Development 

1.  Steering  committee: 

assist  in  selection  of  participants 
provide  the  staff  resources  to  committee 

2.  preparation  of  written  material  regarding  the  project 

(planning  documents,  brochures,  etc.) 

3.  establish  data  package  base 

(definitions,  information  required,  forms) 

4.  direct  input  into  decision  making  procedure 

5.  develop  a manual  of  operations. 

Project  Implementation 

1.  direct  professional  input  to  service: 

(a)  resource  to  co-ordinator 

(b)  resource  to  division  director 

2.  development  and  implementation  of  systems: 

internal  to  the  project 

external  to  the  project  (e.g.  referral ) 
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3.  public  education  and  information  systems 

4.  community  liaison 

5.  staff  resource  to  the  committee 

Project  Monitoring 

1.  development  and  implementation  of  appropriate  evaluation 
and  research  systems--ongoing  and  final  evaluation  data 

2.  development  and  implementation  of  a data  base  to  continue  after 
the  demonstration  phase 

3.  analysis  and  presentation  of  the  data  both  at 
periodic  intervals  and  at  project  termination. 

Eva! uati on 

1.  complete  an  evaluative  report  on  the  project  (at  the 
end  of  18  months  of  service  delivery). 


Consulting  inputs  have  been  valued  at 
current  per  diem  rates,  as  follows: 

Senior  consultant  $ 190.00 
Consultants  155.00 
Research  assistants  (professional)  75.00 
Support  Staff  40.00 


Based  on  the  above,  consulting  inputs  have  been  estimated  as  follows: 


Development: 


Time  charges 
Direct  expenses: 

Printing  2,300.00 

Secretarial  760.00 

Computer  500.00 

Travel  1 000.00 

Postage,  telephone, 
mi  sc . 1 ,000.00 

Equipment,  forms,  etc.  _ 500.00 


11 ,140.00 


6,060.00  17. 


Carried  forward 


17,200.00 


c 


' 


) 


Brought  forward 

Implementation  and  Monitoring 

Time  charges 
Direct  expenses 
Pri  nti  ng 
Secretarial 
Postage,  etc. 
Computer 

Eval uati on 

Time  charges 
Direct  expenses 
Computer 
Secretarial 
Pri nti nq 


over  2 years) 

12,000.00 

480.00 

720.00 

720.00 

1 ,200.00  3,120.00 


5,960.00 

1 00 . 00 

320.00 

100.00  520.00 


1 10 


17,200.00 


15,120.00 


6,480.00 


TOTAL 


$38,800.00 


s' 

\ 
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APPENDIX  E 

THE  CANADIAN  NATIONAL ' INSTITUTE  FOR  THE  BLIND 
EYE  SERVICE  POLICY 

REGISTERED  BLIND 


Blindness  as  defined  in  Blind  Persons  Act,  Blind  Persons  Regulations, 
Revoked  and  New. P.C  1962-1038,  July  25 , 1 962  - Ottawa,  Ont nri o , _ 

(2)  A person  is  considered  "blind"  if  the  visual  acuity  in  both  eyes  with 
proper  refractive  lenses  is  20/200  (6/60)  or  less  with  Snellen  Chart 
or  equivalent,  or  if  the  greatest  diameter  of  the  field  of  vision  in 
both  eyes  is  less  than  twenty  degrees. 

(3)  The  diameter  of  the  field  of  vision  is  to  be  determined  by  the  use 
of 

(a)  a tangent  screen  at  a distance  of  one  meter  using  a ten 

millimeter  white  test  object:  or 

(b)  a perimeter  at  a dista  e of  one-third  of  a meter  using  a three 
millimeter  white  test  object. 


THIS  WHOLE  GROUP  COMPRISES  THE  REGISTERED  BLIND  WHO  ARE  ELIGIBLE  FOR 
ALL  CHIB  SERVICES. 


Eye  Services  offered  to  this  group  by  authorized  staff: 

Any  person  in  this  group  is  eligible  for  financial  assistance  to  obtain 
eye  services  through  CNIB  IF  THEY  CANNOT  AFFORD  IT  THEMSELVES  OR  OTHER 
APPROPRIATE  RESOURCES  ARE  NOT  AVAILABLE. 

Services  may  include: 

a)  Transportation  to  and  from  the  nearest  hospital  clinic,  with 
appropriate  services,  or  Ophthalmologist  for  an  examination, 
special  test  or  investigation.  Accommodation  when  necessary. 

b)  Fees  for  the  examination  may  be  paid  when  not  covered  under 
Provincial  medical  scheme. 

c)  Glasses  and/or  low  vision  aids.  These  may  be  provided  on 
receipt  of  an  eye  report  from  an  Ophthalmologist. 

d)  Contact  lenses  may  be  provided  if  an  Ophthalmologist  thinks 
they  are  essential. 

e)  Prostheses  may  be  provided  in  special  circumstances. 

f)  Counselling  services. 


August,  1977. 
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THE  CANADIAN  NATIONAL  INSTITUTE  FOR  THE  BLIND 


EYE  SERVICE  POLICY 


PROGRESSIVE  EYE  CONDITIONS  AND 
SERIOUS  VISUAL  IMPAIRMENT  (NOT  NECESSARILY  PROGRESSIVE) 

Individuals  suffering  from  any  disease  of  a progressive  nature  and 
indivi duals  with  a serious  visual  problem  whose  vision  is  above  "the  level 
of  legal  blindness. 


IT  IS  TO  BE  EXPECTED  THAT  MANY  OF  THESE  CONDITIONS  WILL 
EVENTUALLY  LEAD  TO  BLINDNESS. 


This  group  may  include  the  following: 

a)  Strabismus  - children  up  to  and  including  7 years  of  age 

b)  Myopia  - all  cases  of  children  up  to  the  age  of  9 years 

with  a diagnosis  of  myopia. 

- all  cases  10  years  of  age  and  over  with  a diagnosis 
of  progressive,  malignant  or  high  myopia. 

c)  Diabetic  eye  involvement. 

d)  Macular  Degeneragion. 

e)  Glaucoma. 

f)  Cataracts 

g)  Retinitis  Pigmentosa. 

h)  Congenital  Nystagmus. 

i)  Albinism. 

j)  Optic  Atrophy. 

k)  Drug  Toxicity  - such  as  from  Chloroquine,  Alcohol. 

l ) Strokes 

m)  Retinal  Detachment 

n)  Others 


) 
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THE  CANADIAN  NATIONAL  INSTITUTE  FOR  THE  BLIND 
EYE  SERVICE  POLICY 

PROGRESSIVE  EYE  CONDITIONS  AND 
SERIOUS  VISUAL  IMPAIRMENT  (NOT  NECESS ARILY  PROGRESSIVE) 


Eye  Services  offered  to  this  group  by  authorized  staff: 


Any  person  in  this  group  is  eligible  for  financial  assistance  to  obtain 
eye  services  through  CNIB  IF  THEY  CANNOT  AFFORT  IT  THEMSELVES  OR  OTHER 
APPROPRIATE  RESOURCES  ARE  NOT  AVAILABLE. 

Services  may  include: 

a)  Transportation  to  and  from  the  nearest  hospital  clinic,  with 
appropriate  services,  or  Ophthalmologist  for  an  examination, 
special  test  or  investigation.  Accommodation  when  necessary, 

b)  Fees  for  the  above  may  be  paid  when  not  covered  under  Provincial 
medical  scheme. 

c)  Glasses  and/or  low  vision  aids.  These  may  be  provided  on  receipt 
of  an  eye  report  from  an  Ophthalmologist. 

d)  Contact  lenses  may  be  provided  if  an  Ophthalmologist  thinks 
they  are  essential  for  better  vission. 

e)  Prostheses  may  be  provided  in  special  circumstances, 

f)  Counselling  services. 


August,  1977. 
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THE  CANADIAN  NATIONAL  INSTITUTE  FOR  THE  BLIND 
EYE  SERVICE  POLICY 

REFRACTIVE  ERRORS 


I ndi vi duals  with  significant  ref r a c t i v e errors 

a)  Adults  whose  vision  is  reduced  to  6/60  or  20/200  or  less  in 
the  better  eye  before  correction. 

b)  Preschool  and  school  age  children  with  vision  reduced  to 
6/15  or  20/50  or  less  in  the  better  eye  before  correction, 

c)  Individuals  where  glasses  help  to  keeo  an  eye  straioht  in 
Strabismus  cases. 


IT  IS  ANTICIPATED  THAT  INDIVIDUALS  IN 
FROM  THEIR  CONDITION 


THIS  GROUP  WOULD  NEVER  BECOME  BLIND 


This  group  may  consist  of  the  following : 

a)  Hyperopis,  Hypermetropis  (uncomplicated,  simple) 

b)  Astigmatism 

c)  Myopia  (uncomplicated,  simple) 

d)  Aphakia 


Eye  Services  offered  to  this  group  by  aut h o r i zed  staff: 


Any  person  in  this  group  is  eligible  fcr  financi 
eye  services  through  CNIB  IF  THEY  CANNOT  AFFORD 
APPROPRIATE  RESOURCES  ARE  NOT  AVAILABLE 


al  assistance  to  obtain 
IT  THEMSELVES  OR  OTHER 


Services  may  include: 

a)  Transportati on  to  and  from  the  nearest  hospital  clinic, 

with  appropriate  services,  or  Ophthalmologist  for  an  examination, 
special  test  or  investigation.  Accommodation  when  necessary. 

b)  Fees  for  the  above  may  be  paid  when  not  covered  under  Provincial 
medical  scheme. 

c)  Glasses  and/or  low  vision  aids.  These  may  be  provided  on  receipt 
of  an  eye  report  from  an  Ophthalmologist. 

d)  Contact  lenses  may  be  provided  if  an  Ophthalmolooist  thinks  they 
are  essential . 

e)  Prostheses  may  be  provided  in  special  circumstance. 


August,  1977. 
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